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Today’s best treatments for virtually any disease or disorder you may 
encounter. Dependable therapy presented in a brisk 1-2-3 manner that 
you can count on for up-to-dateness, effectiveness and safety. 


See SAUNDERS Advertisement on next 2 pages 





J.A.M.A., Feb. 25, 1956 


Here is a vital series of books bringing you diagnosis, 
treatment, management of a host of childhood disorders 
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of pediatric management in leading child 
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on subjects of current interest as requested 
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of North America 


At the end of the first year of publication, the Pediatric Clinics of North 
America had achieved a wider circulation than any other periodical publica- 
tion devoted to Pediatrics. At the end of the second year (just concluded ) 
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indicates that the Pediatric Clinics are filling a specific need in child care. 
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TREATMENT OF PATIENTS WITH RHEUMATOID ARTHRITIS BY 
PHYSICAL MEANS 


James W. Rae Jr., M.D. 
and 


Leonard F. Bender, M.D., Ann Arbor, Mich. 


Physical treatment remains the most neglected agent ¢ Heat, massage, therapeutic exercise, occupa- 
of proved value in the management of rheumatoid arthri- tional therapy, and various assistive and supportive 
tis. Over the centuries since Baillou first used the term devices are of proved value in the management of 


rheumatoid arthritis. Used properly, they reduce 
disability and prevent or minimize the crippling 
effects of the disease. A long-term treatment pro- 
gram must be planned for each patient. During his 
stay in the hospital he must become oriented to his 


rheumatism to describe the clinical entity of an acute 
arthritis, a multitude of animal, vegetable, and mineral 
agents have been employed in the treatment of rheuma- 
toid arthritis. A few of these agents have stood the test 


of time and have been accepted as measures of proved disease, must be taught certain techniques of heat 
value. Physical therapy and occupational therapy are massage, and exercise, and must be persuaded to 
high on the list of measures of proved value.’ At the cooperate in a home treatment program that is to 
bottom of the list are gold, x-ray, and steroid treatments. continue for a long period of time. 


Yet patients are often seen who have had extended pe- 
riods of steroid or gold therapy but little or no physical 





treatment. patients with the same grade of rheumatoid arthritis ac- 

The most useful single procedure in the management tivity at similar stages of the disease may differ consider- 
of the patient with rheumatoid arthritis is physical ther- ably in functional capacity because of differences in the 
apy. Even after the spectacular advent of cortisone, it particular joints involved, in the tolerance of these joints 
was noted by the Mayo Clinic group * that the benefits for exercise, and in the tolerance of the patient for pain 
of physical medicine in conjunction with adequate rest, and for drugs. Having taken into account all these as- 
diet, and simple analgesic measures were comparable to sets and deficits, one might then begin to outline a pro- 
the benefits obtained by the use of physical medicine and gram of rehabilitation to achieve specific goals. 
cortisone. 

Evaluation of the Patient Physical Measures and Agents 


From a therapeutic standpoint, there are five classes 
of physical measures and agents that can be used singly 
or in conjunction with each other: (1) heat, (2) mas- 
sage, (3) therapeutic exercise, (4) occupational therapy, 
and (5) assistive and supportive devices. The intelligent 
application of physical agents requires that the physician 
have a working knowledge of their physiological effects. 


Before certain aspects of the physical treatment of 
rheumatoid arthritis are discussed, the importance of a 
thorough evaluation of the patient should be emphasized. 
An adequate rehabilitation program can be formulated 
only if the assets and deficits are determined in respect 
to the patient’s general medical condition and functional 
capacity as well as his psychosocial, vocational, and eco- 


nomic status. Lowman ® has stated that the collective Physical Therapy.—Heat may serve as an analgesic 
assets in all these spheres determine the rehabilitation or antispasmodic. It increases the rate of circulation and 
potential and indicate the feasible goal for the individual metabolism. Radiation from an infrared lamp is a suita- 
patient. Conversely, the deficits modify the approach to ble means of applying heat to single joints; an infrared 
treatment and management of the patient. Thus two baker may be used for larger areas. Warm tub baths 





From the Department of Physical Medicine and Rehabilitation, Medical School, University Hospital, University of Michigan. 

Read before the Section on Physical Medicine and Rehabilitation at the 104th Annual Meeting of the American Medical Association, Atlantic City 
June 8, 1955. 

1. Boots, R. H.: Treatment of Rheumatoid Arthritis, in Comroe’s Arthritis and Allied Conditions, edited by J. L. Hollander and others, ed. 5, Phila 
delphia, Lea & Febiger, 1953, p. 229. 

2. Martin, G. M.; Polley, H. F., and Anderson, T. P.: Physical Medicine plus Cortisone for Rheumatoid Arthritis, J. A. M. A. 148: 525-528 (Feb. 16) 


1952. 
3. Lowman, E. W., and Lee, P. R.: The Chronic Rheumatoid Cripple: Rehabilitation Assets and Deficits, Bull. Rheumat. Dis. 4: 50-51 (March) 1954 
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or hot moist packs are effective in heating regions of 
the trunk as well as the joints of the extremities. Con- 
siderable benefit is derived from contrast baths or paraf- 
fin baths by patients whose hands or feet are afflicted. 


Massage, properly applied, can increase the venous 
blood flow or lymph flow. Depending on the type used, 
massage can be either stimulative or sedative in its ef- 
fect on sensory nerve endings. It is used mostly, how- 
ever, for its sedative and relaxing effects, and it fre- 
quently should precede exercises to increase range of 
motion. A sedative type of massage is also used fre- 
quently after the application of heat. Direct massage 
over the joint is to be avoided. The intensity of the strok- 
ing and kneading will depend on the tolerance of the 
patient. Massage should be light when the joints are 
acutely inflamed but can be more forceful as the in- 
flammatory reaction subsides. A physical therapist can 
teach some member of the patient’s family to give cer- 
tain types of massage. One shou!d bear in mind, how- 
ever, that massage is a time-consuming procedure that 
should be used only when one of its special effects is 
desired. In general, both heat and massage are used 
far more often than is desirable from a strictly thera- 
peutic standpoint. 


Exercise can produce many different effects. The types 
of exercises emp!oyed in physical therapy are usually de- 
signed to maintain or increase the strength, endurance, 
and coordination of muscles. Strenuous active exercise 
is more effective in increasing circu!ation than any other 
physical procedure. Heat and massage may enhance the 
effect of exercise that is designed to increase the range 
of motion. Therapeutic exercise to maintain or increase 
the range of motion in the involved joints and increase 
the strength in the weakened muscles is the most im- 
portant part of the physical therapy program. Muscle- 
setting exercises will help to preserve the strength of 
large muscle groups. Active non-weight-bearing and 
antigravity exercise of joints by the patient should be 
encouraged as soon as a significant degree of motion is 
possible. Purposeless wiggling of joints shou!d be 
avoided. Active assistive exercises may be used to in- 
crease the range of motion; they should be performed 
slowly and rhythmically, and they should be repeated 
only a few times in each exercise period. Resistive exer- 
cises, posture instruction, and gait training may be neces- 
sary as the patient becomes able to walk. 

Special attention should be paid to the hands and 
wrists. One of the commonest deformities in rheuma- 
toid arthritis is that of partial flexion and ulnar deviation 
of the wrist and fingers. Proper positioning and specific 
exercises to combat these potential deformities are of 
the utmost importance. 

Occupational Therapy.—Occupational therapy is use- 
ful in both the evaluation and the treatment of the ar- 
thritic patient. In most modern departments of physical 
medicine it is the responsibility of the occupational ther- 
apist to administer many of the tests for hand dexterity 
in activities of daily living. Having determined what 
the patient can and cannot do or cannot accomplish, 





4. Treusch, J. V., and Krusen, F. H.: Physical Therapy Applied at 
Home for Arthritis: A Follow-Up Study with a Supplementary Summary 
of the Sedimentation Rate of Erythrocytes in 229 Cases of Arthritis, 
Arch, Int. Med. 72: 231-238 (Aug.) 1943. 
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chiefly with his arms and hands, the therapist can then 
adapt minor equipment to fit the patient’s needs—things 
like elastic shoe laces, long-handled comb, and large- 
handled utensils. In addition to instructing the patient 
in the use of his new assistive devices, the occupational 
therapist must also help the patient to develop activities 
that will improve specific joint functions, widen the 
range of the patient’s activities, and provide an avoca- 
tion and possibly a vocation. 

Splints, Supports, and Shoes.—In the attempt to pre- 
vent or correct deformities of the fingers and wrists, 
light-weight splints may be of value. They can be so 
designed that they have dynamic or assistive attach- 
ments to be used during the day and supportive or re- 
Strictive attachments for positioning at night. An 
aluminum pull-down type of splint can be used occa- 
sionally to correct mild to moderate flexion deformities 
of the knees. The splints may also be of value in main- 
taining correction once it is obtained. 

Shoes should be of the well-built oxford type; the 
heel should have a total surface of about 4 sq. in. and 
be no more than 2 in. high. A leather metatarsal bar 
just posterior to the metatarsal heads may reduce dis- 
comfort. A longitudinal arch support of soft felt is also 
frequently used. An additional soft pad to support the 
calcaneus may be helpful in relieving painful heels. 


Instruction in Home Treatment 


Since the course of rheumatoid arthritis usually runs 
over a period of many years, it is important that the phy- 
sician plan a long-term treatment program for each pa- 
tient. Remissions and exacerbations in the disease proc- 
ess do occur spontaneously, and this fact confuses the 
evaluation of different forms of therapy. Periods of 
hospitalization for these patients are usually short and 
likely to coincide with exacerbations in the activity of 
the disease. Once the flare-up has been brought under 
control or has subsided, the patient quickly returns home 
and, if possible, to work. The greatest part of the pa- 
tient’s time is not spent in the hospital; it is spent at home. 
Logically then, these short periods of hospitalization 
should be used (1) to evaluate the patient’s mental and 
physical assets and deficits, (2) to outline a program of 
medical and physical treatment, and (3) to instruct the 
patient in physical measures to be used at home. 

One of the major purposes of this discussion is to 
stress the need for more and better instruction in home 
programs of physical management of rheumatoid ar- 
thritis. One group of investigators * found that a large 
number of patients who had been instructed in home 
programs of physical therapy by their section on physi- 
cal medicine and rehabilitation followed the instructions 
for several months. However, as the interval increased 
to a year or more, disappointingly few patients were con- 
tinuing home treatments. At the University of Michigan 
we are currently studying this problem with a view to- 
ward increasing the number of patients willing to con- 
tinue home treatment programs for long periods of time. 

In order to gain the patient’s cooperation in a home 
treatment program, it is necessary that the physician take 
the time to give the patient a general understanding of 
the disease process. With this in mind the patient should 
then be able to grasp the importance of the total long- 
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term management program and of the part that the phys- 
ical procedures play in this total program. Realistic 
goals should be established and discussed frankly with 
the patient; these goals will be practical if one has taken 
into consideration all the patient’s assets and deficits, as 
previously mentioned. 

Every effort must be made by members of the various 
disciplines involved to motivate the patient to carry on 
the home program that has been outlined for him. In 
this joint effort it is of course necessary that each mem- 
ber of the rehabilitation team know what other mem- 
bers are doing for this particular patient. Above all, one 
must adapt the instructions to the level of the patient's 
intelligence. Since even the most intelligent persons can 
learn and retain only a limited amount of material in one 
lesson, it is desirable to instruct the patient at least two 
or three times in actual procedures to use at home. 

The best type of instruction is actual treatment. There- 
fore, we have recommended that each patient be treated 
several times before being discharged from the hospital. 
If possible, relatives or friends of the patient should ob- 
serve the physical treatment and even administer parts 
of it under the direct supervision of a therapist. In this 
way the techniques of heat, massage, and exercise are 
explained and demonstrated to the patient and to those 
who will be helping him. Written instructions should 
also be provided to each patient to refresh his memory 
after he leaves the hospital. Such instructions describe 
in detail the techniques of heat, massage, and the spe- 
cific exercises he is to perform. They also tell how long 
and how many times daily each method is used. Finally, 
all braces, splints, and shoe alterations should be ob- 
tained before the patient leaves the hospital, and he 
should be carefully instructed in their proper use. 
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Since it is necessary to change the home treatment pro- 
gram to correspond with changes in the patient's condi- 
tion, rather frequent rechecks on an outpatient basis are 
desirable. Then, too, it may be necessary to treat the 
patient several times as an outpatient when some new 
technique is to be introduced for his use at home. 


Conclusions 


There is little doubt that there are a large number of 
arthritics today who are suffering greater disability than 
necessary because they either failed to carry out the 
proper exercise program or were inadequately instructed 
Better treatment of the patient with rheumatoid arthritis 
will come about if the physician, physical therapist, and 
patient assume certain responsibilities. It is the task of 
the physician to explain the disease to the patient and 
outline goals. The physician plays a large role in mo- 
tivating the patient to carry out an adequate treatment 
program. The therapist is largely responsible for ex- 
plaining, demonstrating, and later supervising the vari- 
ous treatment techniques prescribed by the physician, 
but in the last analysis it is the patient himself who is 
most responsible for the ultimate success of the treat- 
ment program. In many ways, his task is the most diffi- 
cult. He must become oriented generally to his disease, 
recognize the need for long-term treatment, learn the 
techniques of therapy, and summon enough self-disci- 
pline to carry out the home program in its entirety. He 
must realize that, although a home program does not 
cure or even arrest the disease of rheumatoid arthritis, 
such a program may prevent or at least minimize the 
crippling effects of the disease. 

1313 E. Ann St. (Dr. Rae). 





PREDNISONE AND PREDNISOLONE THERAPY IN RHEUMATOID ARTHRITIS 


CLINICAL EVALUATION BASED ON CONTINUOUS OBSERVATIONS FOR PERIODS OF SIX TO NINE MONTHS 


Edward W. Boland, M.D., Los Angeles 


The practical application of hydrocortisone and corti- 
sone in responsive chronic diseases, such as rheumatoid 
arthritis, is beset with difficulties, many of which stem 
from troublesome side-effects attending their use. Knowl- 
edge that several of the biological activities of adreno- 
cortical hormones may be modified selectively through 
chemical changes in their structural formulas has stimu- 
lated investigators to search for derivatives that might be 
employed with greater success. Obviously, a steroid 
with more specialized anti-inflammatory action, one di- 
vested of certain impedient properties, would have thera- 
peutic advantages. 

During the past year this quest was rewarded by the 
development and clinical introduction of two synthetic 
crystalline steroids, prednisone (A-'-*-pregnadiene-17a, 





This study was aided by a grant from the Ahmanson Foundation. 

The prednisone and prednisolone used in this study were supplied in 
part by the Schering Corporation, Bloomfield, N. J., by Merck & Co., Inc., 
Rahway, N. J., and by Chas. Pfizer & Company, Inc., Brooklyn, N. Y. 
The hydrocortisone was supplied in part by Merck & Co., Inc., Rahway, 
N. J. 


¢ The effects of prednisone, prednisolone, and 
hydrocortisone were compared in 141 arthritic pa- 
tients over periods from six to nine months. None 
of the cases were mild, and the average duration 
had been 126 months. 

Administration of the drugs was discontinued in 
12 instances because improvement was insignificant 
and/or serious complications intervened. Mainte- 
nance dosages were determined in the remaining 
patients. In the moderately severe cases, the main- 
tenance doses of prednisone and prednisolone were 
found to be 5 to 15 mg. per day by mouth, indicating 
these drugs are about four times as potent as hydro- 
cortisone. 

The two drugs, though of equal potency, differed 
in the variety of side-effects they induced. Gastric 
complaints, as well as gastric ulcers disclosed by 
roentgenography, developed in several patients. In 
choosing among the drugs now available for arthri- 
tis, it is possible and necessary to consider their 
varying effects on individuals. 
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21-diol-3,11,20-trione) and prednisolone (A-':'-preg- 
nadiene-3,20-dione-11,17a,21-triol). The compounds 
are analogues of cortisone and hydrocortisone respec- 
tively and differ chemically from their kindred substances 
in but a single detail: they have a double bond in place of 
a single bond between the first and second carbon posi- 
tions of the steroid nucleus. Despite such small struc- 
tural variations, the new derivatives exhibit adreno- 
cortical hormonal activity that, as measured by biologi- 
cal experiments in animals, is three to four times greater 
than that of hydrocortisone or cortisone. ' 


Bunim, Pechet, and Bollet ° and subsequently others ° 
demonstrated that both prednisone and prednisolone 
exert a powerful suppressive influence on the active 
manifestations of rheumatoid arthritis and that sub- 
stantially smaller milligram doses are required than for 
cortisone and hydrocortisone. Preliminary studies sug- 
gested that the new analogues might possess higher thera- 
peutic indexes than their parent compounds, as their en- 
hanced antiphlogistic strength seemed to be unaccom- 
panied by a reciprocal increase in tendency for adverse 
reactions. Although mild Cushingoid signs, such as facial 
mooning, acneform eruption, hirsutism, and heightened 
psychomotor activity, were exhibited in some patients 


TaBLeE 1.—Composition of Total Series (141 Patients with 
Rheumatoid Arthritis) 


Sex Age 
Ee paren 39 (28%) Average......... 51.9 yr. 
ere 162 (72%) eee 8 to 77 yr. 
Juvenile cases (6) Under 18 yr. 
Disease Severity Disease Duration 
en ee 43 (31%) NID 6 66s cso 3'nevs 126 mo. 
Moderately severe... 64 (45%) SD aipiccneacae cede 6 to 444 mo, 
MOGerTate. ...ccccses 34 (24%) oer 9 ( 6%) 


er 24 (17%) 
oo : 108 (77%) 


nee oe 0 


subjected to early trials, serious complications were not 
encountered. Furthermore, evidences of salt and water 
retention, potassium diuresis, and hypertension were no- 
tably lacking. Metabolic balance studies indicated that 
prednisone, given in amounts of 30 mg. a day or less, 
failed to alter either electrolyte or carbohydrate metabo- 
lism or to induce negative nitrogen balance. These find- 
ings implied that the new analogues, while retaining po- 
tent antirheumatic activity, were partially freed of some 
troublesome physiological effects. Subsequent investiga- 
tions have borne out the observation that with ordinary 
therapeutic doses prednisone and prednisolone exert 
little or no influence on electrolyte metabolism, but their 





1. Herzog, H. L., and others: New Antiarthritic Steroids, Communi- 
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cortandralone and Metacortandracin in Rheumatoid Arthritis: Antirheu- 
matic Potency, Metabolic Effects, and Hormonal Properties, J. A. M. A. 
157: 311 (Jan. 22) 1955. Bunim, J. J.; Black, R. L.; Bollet, A. J., and 
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proclivity to provoke other untoward effects has been 
less well established. Indeed, several serious complica- 
tions, including psychotic states and the production or 
activation of peptic ulcers, have recently been reported 
as resulting from their administration.’ 


Procedure 

In November, 1954, a clinical study was undertaken 
to ascertain the therapeutic merits of prednisone and 
prednisolone in rheumatoid arthritis and to compare their 
efficiency with that of hydrocortisone. This report is 
based on continuous observations for periods ranging 
from six to nine months in 141 patients with the disease. 
Answers to the following questions were sought: 1. What 
are the relative antirheumatic potencies, per milligram, 
of hydrocortisone, prednisone, and prednisolone? 2. 
What is the pattern of improvement when the new de- 
rivatives are administered as initial treatment? 3. How 
effective are the analogues in controlling the manifesta- 
tions of rheumatoid arthritis as compared to hydrocorti- 
sone? 4. How do the new steroids differ from hydrocor- 
tisone in tendency toward adverse reactions? 5. What 
dosage schedules should be used, and what precau- 
tionary measures should be invoked during their admin- 
istration? 

Composition of Series.—Each of the 141 subjects had 
active rheumatoid arthritis involving multiple peripheral 
joints that was well established and that presented po- 
tentially reversible manifestations. The distribution of 
the series as to sex, age, disease severity, and duration is 
given in table 1. The majority (76%) suffered from 
more severe forms of the disease; no patients with mild 
disease were included. Medication was changed transi- 
ently from one analogue to the other in some patients to 
allow comparisons of response and dosage requirements, 
but the principal or sole agent used was prednisone in 
78 (55% ) and prednisolone in 63 (45% ) of the 141 
patients. When the data were analyzed, treatment had 
been discontinued in 19 patients; 7 of these experienced 
clinical remission, but the therapy was stopped in 12 be- 
cause worthwhile improvement was wanting and/or 
serious complications intervened. 


Mode of Administration.—Prednisone and predniso- 
lone were taken by mouth, and the total daily dose was 
divided routinely into four portions, ingested at meal- 
times and at bedtime with food. Adjustments in dosage 
were made by small increments or decrements of 2.5 or 
1.25 mg. Complemental medicaments, such as salicylates 
and other analgesics, potassium salts and other diuretics, 
and hydrocortisone acetate intra-articularly, were with- 
held throughout the study. A preparation of aluminum 
hydroxide gel (aluminum hydroxide with magnesium tri- 
silicate or magnesium hydroxide) was given at first only 
to patients who developed dyspepsia, but later, when a 
high incidence of digestive symptoms aroused alarm, 
it was prescribed routinely (one or two tablets with each 
dose of steroid). Early in the study no special dietary 
instructions were given (except in patients with diabetes 
mellitus or history of peptic ulcer) except for avoid- 
ance of excessive salt intake and caloric restriction in 
obese indviduals. Later, because of the frequency of 
digestive symptoms, semibland diets, at times with in- 
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terval feedings, were regularly advised as a prophylactic 
measure. Patients were managed, when possible, on an 
ambulatory basis; five patients, because of extreme dis- 
ability, were hospitalized at the beginning. 

Results were graded on the basis of over-all improve- 
ment, as judged by composite evaluations of improve- 
ment in subjective and objective manifestations, general 
constitutional reaction, functional capacity, and routine 
laboratory tests. Detailed examinations of involved 
joints were made at frequent intervals, and changes such 
as swelling, tenderness, pain on motion, and change in 
range of movement were recorded on special charts. 
Improvement of 85 to 100% was graded as very 
marked, 70 to 85% as marked, 50 to 70% as mod- 
erate, and 50% or less as slight. Improvement graded as 
very marked or marked was regarded as major or ade- 
quate. 

Results of Dose Comparison Studies 

As there are no bioassay methods or reliable labora- 
iory tests available with which to detect degrees of rheu- 
matic activity, an attempt was made to estimate the rela- 
tive potencies of prednisone, prednisolone, and hydro- 
cortisone by clinical evaluation. This was accomplished 
by changing treatment from use of one substance to 
another, determining the total daily milligram doses re- 
quired to maintain approximately the same degree of 
improvement, and then transferring back again to use 
of the original compound in order to cross check dif- 
ferences. Care was taken to select patients whose mainte- 
nance doses of the initial preparation were well estab- 
lished and stable. Effort was made to compare doses 
required to sustain adequate improvement but not com- 
plete suppression of the disease; thus, sufficient subjec- 
tive and objective manifestations were present to allow 
measurement of changes in rheumatic response. It was 
recognized that assessments made in this manner would 
not be truly quantitative and that, considering the tem- 
peramental nature of the disease and its reactivity to un- 
controllable influences, potency valuations based on 
clinical observations would be rough at best. 


Comparisons of Antirheumatic Potencies of Predni- 
sone and Hydrocortisone.—The milligram doses of pred- 
nisone and hydrocortisone required to maintain nearly 
equivalent degrees of clinical improvement were directly 
compared in 14 patients. The amount of prednisone re- 
quired was decidedly smaller in each patient tested. 
Dose ratios of hydrocortisone to prednisone varied from 
2.4:1 to 5.3:1 and averaged 3.97:1 for the group (table 
2). Thus, based on clinical appraisal alone, the anti- 
rheumatic potency of prednisone, per milligram, aver- 
aged about four times that of hydrocortisone. 


Comparisons of Antirheumatic Potencies of Predni- 
sone and Prednisolone.—Dosage requirements of the 
two new steroids were compared in 22 patients, and, al- 
though slight variations were noted in some, they were 
inconsistent and occurred in either direction. Differences 
in milligram potency, if they exist, were too small to 
measure clinically. Later observations arising from unin- 
terrupted administration indicated that there was little 
to choose from between the analogues regarding their 
suppressive effects on the disease, the maintenance of 
improvement, or their respective propensities toward 
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adverse reactions. For practical purposes prednisone and 
prednisolone were found to be interchangeable, and for 
this reason statistical data compiled for them have been 
grouped together and are so reported herein 


Prolonged Uninterrupted Therapy 

Enhanced anti-inflammatory potency per milligram 
alone does not denote therapeutic superiority. In chronic 
diseases such as rheumatoid arthritis, where anti-inflam 
matory effects must be maintained for long periods 
therapeutic superiority is contingent on a compound's 
capacity to promote and uphold greater degrees of im- 
provement without increasing the number and severity 
of adverse reactions, or, preferably, the heightened re 
sponse should be accompanied by an actual reduction 
in complications. So that the efficiency of prednisone, 
prednisolone, and hydrocortisone in prolonged unin- 
terrupted therapy could be collated from various as- 
pects, the 141 patients were divided and studied in three 
groups as follows: group 1, patients receiving the new 
steroids as initial treatment; group 2, patients adequately 


rasLeE 2.—Dosage Ratios of Hydrocortisone to Prednisone 


Dose for Equivalent Dosage 
Rheumatic Control Ratios 
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controlled with hydrocortisone wiose treatment was 
changed to prednisone or prednisolone therapy; and 
group 3, patients not adequately controlled with hydro- 
cortisone whose treatment was replaced by use of one 
or the other analogue. 

Observations in Group 1 Patients.—Thirty-two pa- 
tients not previously or not recently treated with steroids 
comprised group |. The disease was graded as severe 
in 8, moderately severe in 9, and moderate in 15 of the 
patients. Duration of the rheumatoid arthritis averaged 
7.7 years for the group; it was less than one year in 4 
from one to three years in 11, and longer than three year 
in 17 patients. The dosage plan conformed to that cus- 
tomary for hydrocortisone and cortisone therapy, con 
sisting of three stages—initial suppressive doses, the 
gradual reduction of dose, and finally continued adminis- 
tration of maintenance amounts. Effort was made to 
avoid rapid and dramatic improvement with excessive 
doses at the beginning, as experience with the older ste- 
roids taught that long-range results were better if initial 
suppression was accomplished more leisurely with mod- 
erate amounts. After exploring various suppressive 
doses, some as large as 30 mg. a day, initial daily 
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amounts of around 20 mg. for severe cases, 15 to 17.5 
mg. for moderately severe cases, and 10 to 12.5 mg. 
for moderate cases were found most satisfactory. 
Reductions to maintenance levels were made gradu- 
ally by decrements of 2.5 to 1.25 mg. at intervals of 5 to 
14 days. Because it was realized that benefits were only 
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Fig. 1.—Clinical improvement in relation to duration of prednisone or 


prednisolone therapy in group 1 patients. 


suppressive and that the frequency and severity of un- 
wanted reactions, as with cortisone and hydrocortisone, 
would probably be related to the size of the dose pre- 
scribed, the guiding policy was to sustain as much im- 
provement as possible with amounts that could be toler- 
ated safely. In practical management it was necessary to 
view minor Cushingoid signs as acceptable nuisances, not 
as reasons for discontinuing treatment. During the 
months of maintenance therapy, adjustments in dosage 
were required periodically to accommodate fluctuations 
in disease activity; ordinarily these were made by small 
amounts, i. e., 2.5 or 1.25 mg. at a time. 


Response to Suppressive Doses: The pattern of im- 
mediate and subsequent improvement corresponded 
closely to that which results from hydrocortisone and cor- 
tisone given in larger milligram doses. Symptomatic re- 
lief began in most patients within 24 hours, often within 
a few hours. Objective improvement usually was suffi- 
cient to be measured after two to four days of treatment, 
and in most instances desired degrees of initial suppres- 
sion were accomplished within two to six weeks. The 
conditions of four patients (three with severe and one 
with moderately severe disease) were not satisfactorily 
controlled either at the outset or later, despite the appli- 
cation of large (25 to 30 mg. a day), and eventually 
untolerated, amounts of the drugs. 


Maintenance of Improvement: Satisfactory levels of 
improvement were maintained during the six to nine- 
month period of observation in 19 of the 32 patients 
(59% ). As shown in figure 1, results were best at the 
end of two months; thereafter, as treatment was con- 
tinued, the percentage of patients showing adequate re- 
sponse declined, reaching a low point at eight months. 
Daily maintenance dosages ranged from 10 to 20 mg. 
(average, 14.1 mg.) for severe cases, 5 to 15 mg. (aver- 
age, 9.7 mg.) for moderately severe cases, and 2.5 to 
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15 mg. (average, 8 mg.) for moderate cases. In general, 
the over-all results varied inversely with disease severity; 
adequate improvement (marked, very marked, or clini- 
cal remission) at analysis was recorded in 47% of severe 
and moderately severe cases and in 73% of moderate 
cases. Similarly, results were more favorable when the 
rheumatoid arthritis was of short duration; the improve- 
ment status was satisfactory after six to nine months of 
treatment in 75% of grey with disease durations of 
less than one year, in 47% with durations of one to 
three years, and in 44% of those who had the disease 
longer than three years. 

Prednisone or prednisolone administration had been 
discontinued at the time of analysis in 6 of the 32 pa- 
tients, in 4 because clinical remission ensued and in 2 
because benefits were meager and disagreeable side- 
effects developed. In each of the four patients who ex- 
perienced remission, the arthritis was moderate in sever- 
ity and of relatively short duration (less than three 
years). Disease progression was manifested by 8 of the 
32 patients (25% ) during the course of administration 
and was considered as a contributing reason for thera- 
peutic failure in 5 of them. 

Adverse Reactions: Twenty-nine of the 32 patients 
(91%) demonstrated one or more unwanted side- 
effects sometime during the course of treatment. In 
most instances these were mild or moderate in degree, 
and some were transient or responded to adjunctive 
measures. The 26 patients still on steroid therapy at 
analysis exhibited a total of 62 untoward signs. Although 
patients differed individually in susceptibility, the over- 
all frequency and severity of reactions bore close rela- 
tionship to stercid dosage; the occurrence rate in patients 
taking 10 mg. a day or more was nearly double that 
recorded for patients receiving less than 10 mg. Although 
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Fig. 2.—Individual adverse reactions during prednisone or prednisolone 
therapy in group 1 patients. 


hormonal complications were sufficient to necessitate dis- 
continuance of treatment in only two patients of this 
group, their presence frequently prohibited the applica- 
tion of optimal doses and served as a hindrance to better 
results. 





the 
reg 
saf 
the 
Sor 
tive 
but 
sho 
spo 
of 
qui 
mil 
was 
all 
not 
ove 
wit! 
witl 
am 


trar 
pati 
con 
ord 
pou 
min 
reac 
that 
emf 
chai 
rang 
Att 
niso 
and 
not 


grou 





ne 


Vol. 160, No. 8 


The individual adverse reactions exhibited by this 
group are shown in figure 2. In general, they consisted of 
the same Cushingoid signs that are familiarly associated 
with hydrocortisone and cortisone administration. Note- 
worthy, however, were the low incidence for edema, the 
absence of blood pressure elevation, and the high inci- 
dence for ecchymotic skin lesions. Five patients com- 
plained of symptoms simulating those of peptic ulcer; 
with semibland diets, interval feedings, and comple- 
mental administration of an aluminum hydroxide gel 
preparation, the symptoms subsided completely in three 
patients and partially in two. Duodenal ulcers were dem- 
onstrated roentgenographically in two of the five patients, 
and the lesions healed in both of them with standard 
ulcer management; steroid doses were lowered but not 
discontinued. One patient had coexisting diabetes mel- 
litus that was regulated satisfactorily by qualitative car- 
bohydrate restriction alone before therapy. The diabetes 
worsened when prednisone was administered; with main- 
tenance doses of 15 mg. a day of the steroid, a measured 
diabetic diet and 20 to 25 units of insulin a day were 
needed for control. 


Comment: The results of hydrocortisone administra- 
tion as initial therapy and then continued uninterruptedly 
have been reported in previous communications.® The 
therapeutic scheme and objectives, method of dosage 
regulation, appraisal of response, and judgment as to 
safety and acceptability of hormonal complications were 
the same as for the present group treated with predni- 
sone and prednisolone. The composition of the respec- 
tive series as to disease severity and duration differed, 
but not greatly. The general results in the two groups 
showed remarkable parallelism in respect to early re- 
sponse, deterioration of improvement with prolongation 
of administration, and the percentage of patients ade- 
quately controlled at the time of analysis. Although the 
milligram dose required for prednisone and prednisolone 
was decidedly smaller than for hydrocortisone, the over- 
all incidence for adverse reactions with the steroids did 
not differ significantly. Thus, from the standpoint of 
over-all statistical results alone, the physician, confronted 
with a rheumatoid arthritic patient not previously treated 
with steroids, would have difficulty in making a choice 
among the three compounds. 


Observations in Group 2 Patients.—Treatment was 
transferred to prednisone or prednisolone therapy in 39 
patients whose conditions at the time were adequately 
controlled on hydrocortisone therapy. This was done in 
order to appraise directly the capacities of the com- 
pounds to maintain improvement on continuous ad- 
ministration and to compare their proclivities for adverse 
reactions. Effort was made to use doses of the analogues 
that corresponded in antirheumatic potency with those 
employed with hydrocortisone. When medication was 
changed, the maintenance doses for hydrocortisone 
ranged from 15 to 60 mg. a day and averaged 39.9 mg. 
At the time of analysis, the maintenance doses for pred- 
nisone and prednisolone varied from 4 to 20 mg. a day 
and averaged 10.3 mg. Although a 4:1 dose ratio was 
not consistently maintained, the average ratio for the 
group approximated the calculated dosage difference. 
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Maintenance of Improvement: Adequate improve- 
ment was sustained in 38 of the 39 patients following 
transfer to the new steroids (fig. 3). In four patients the 
grade of improvement advanced from marked to very 
marked. In four other patients clinical remission ensued, 
allowing gradual reduction of dose to cessation. Predni- 
solone therapy was discontinued in one patient who de- 
veloped a severe thrombophlebitis involving the deep 
vessels of a leg. 

Adverse Reactions: Before change of steroids, hydro- 
cortisone therapy had been given for long periods, rang- 
ing from 6 to 35 months and averaging 20 months. Ad- 
verse effects were noted at transfer in 27 of the 39 pa- 
tients (69% ), but the majority were minor and did not 
interfere materially with management. A total of 67 
signs was recorded, averaging 1.7 per patient. After six 
to nine months of prednisone or prednisolone administra- 
tion, or at the time treatment was discontinued in 5 pa- 
tients, 30 of the 39 patients (77% ) displayed untoward 
signs. A total of 92 effects, or an average of 2.4 per 
patient, was recorded. In attempting to interpret these 
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Fig. 3.—Clinical improvement in relation to duration of prednisone of 
prednisolone therapy in group 2 patients 


figures, it should be realized that some increase in the 
general incidence of hormonal complications might be 
expected with further prolongation of steroid therapy, 
even if the administration of hydrocortisone had been 
continued; nevertheless, the total number of reactions 
did not decrease with the new steroids. 

Although the average doses were roughly equivalent 
in antirheumatic strength, the frequency and severity of 
certain side-effects differed after transfer (fig. 4). The 
fluid retention and blood pressure elevation lessened with 
the new steroids. Six patients had edema while given 
hydrocortisone, and after change of medicament this dis- 
appeared in five and was reduced in one. Blood pressure 
had been elevated in six patients; after transfer this was 
corrected in two and lowered in one. 





5. Boland, E. W.: Antirheumatic Effects of Hydrocortisone (Free 
Alcohol), Hydrocortisone Acetate, and Cortisone (Free Alcohol) as Com- 
pared with Cortisone Acetate: Results from Oral Administration in Pa- 
tients with Rheumatoid Arthritis, Brit. M. J. 1: 559 (March 15) 1952. 
Boland, E. W., and Headley, N. E.: Compound F Used Orally in Patients 
with Rheumatoid Arthritis, J. A. M. A. 148:981 (March 22) 1952. 
Boland, E. W.: Oral Hydrocortisone in the Treatment of Rheumatoid 
Arthritis, M. Clin. North America 38: 337 (March) 1954. Boland, E. W.: 
Present Status of Hydrocortisone as a Therapeutic Agent in Rheumatoid 
Arthritis, Ann. New York Acad. Sc. 61: 349 (May 27) 1955. 
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Conversely, three reactions—vasomotor symptoms, 
ecchymotic skin lesions, and digestive complaints— 
definitely increased with prednisone and prednisolone. 
Hot flushes were annoying to one woman while on hydro- 
cortisone therapy and became more troublesome after 
transfer to therapy with the newer steroid; five other 
women developed vasomotor symptoms while on ther- 
apy with the new steroids. Ecchymotic skin lesions, 


NO_OF 


CASES 
3» 


[_] xvorocorrisone FB ercowsone OR PREDNISOLONE 








VE 


FaT PADS 
SYMPTOMS 


z 
& 
g 
G 
- 
a 
uw 
a 


EDEMA 
MOONING 
LESIONS 
GLYCOSURIA 
ULCER-UKE 
SKIN TAGS 


EXCESS 
FACIAL 


WEIGHT GAIN 


HYPERTRICHOSIS 
VASOMOTOR 
SYMPTOMS 
ACNE 
ECCHYMOTIC 
NERVOUS 
REACTION 


THROMBOPHLEBITIS 


Fig. 4.—Individual adverse reactions in group 2 patients on prednisone 
or prednisolone therapy as compared to previous reactions while on hydro- 
cortisone therapy. 


located principally on the forearms and hands or lower 
legs, were noted during administration of hydrocortisone 
in one patient and during treatment with the analogues 
in seven patients. Distress from dyspepsia was de- 
scribed by one patient while receiving hydrocortisone, but 
it developed in six additional patients with the new de- 
rivatives; peptic ulcers were not detected roentgeno- 
graphically in any of these. 

Diabetes mellitus coexisted in two patients. With daily 
maintenance doses of 40 mg. of hydrocortisone and 10 
mg. of prednisone, the carbohydrate tolerance of one 
patient remained about the same. In the other patient, 
the maintenance doses of hydrocortisone and prednisone 
were 40 mg. and 12.5 to 13.75 mg. respectively. Thus 
the dosage for prednisone was 2.5 to 3.75 mg. larger than 
the amount calculated to be equal in potency to 40 mg. 
of hydrocortisone and, significantly, the insulin require- 
ment rose from 10 units to 15 to 20 units a day after 
change in therapy. 

Comment: These observations demonstrated that ade- 
quate control can be maintained in patients in whom 
hydrocortisone therapy was effective when this medica- 
ment is replaced by prednisone or prednisolone in 
smaller, but equivalently potent, antirheumatic doses. A 
lowering of the general incidence of hormonal complica- 
tions did not result when medication was changed to use 
of the new compounds, but differences in disposition for 
certain individual reactions were disclosed. Salt and 
water retention and elevations in blood pressure, which 
may be related, decreased in frequency and/or degree. 
Contrarily, the occurrence rates for digestive complaints, 
ecchymotic skin lesions, and vasomotor symptoms rose 
sharply. Comparisons made in two patients with diabetes 
mellitus indicated that the enhanced antirheumatic 
strength of prednisone and prednisolone is accompanied 
by an increased, and perhaps a proportionately aug- 
mented, glycogenic influence. 
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Observations in Group 3 Patients.—To determine 
whether the improvement lost after protracted hydro- 
cortisone therapy could be regained by change of medic- 
ament to the new steroids, treatment was changed in 
70 patients whose conditions were not adequately con- 
trolled with hydrocortisone. This was a group of patients 
with recalcitrant conditions, predominantly those with 
severe or moderately severe disease (96%) of long dura- 
tion (over three years in 82%) (table 3). Hydrocortisone 
had been given uninterruptedly for long periods (av- 
erage 19 months) and in relatively large daily doses 
(average 46.4 mg., range 30-70 mg.), amounts that were 
considered in individual cases as upper limits with re- 
spect for safety or prudency. During hydrocortisone 
therapy most of the patients’ conditions had been suc- 
cessfully controlled at one time or another, but as treat- 
ment was extended satisfactory repression of the disease 
was forfeited. Several factors were responsible for the 
recession of improvement, but chief among them were 
the necessity of restricting doses because troublesome 
side-effects intervened, apparent decreasing responsive- 
ness to the hormone as administration was prolonged, 
and progression of the disease during the course of 
therapy. 

The following rule of thumb was used in changing 
medicament: the initial transfer dose of prednisone or 
prednisolone was 5 mg. larger than the calculated equiva- 
lently effective dose, based on a 4:1 potency ratio, In 
other words, if the maintenance dose of hydrocortisone 
had been 40 mg. a day, this was divided by four, 5 mg. 
was added, and the patient was given initially 15 mg. 
of prednisone or prednisolone. Thereafter the dose 
was increased or decreased by 2.5 or 1.25 mg. ata 
time, adjustments being made slowly as indicated by the 
clinical response—or by the advent of, or changes in, 
untoward reactions. Effort was made in each case to 
establish a higher degree of improvement than was 
achieved with hydrocortisone and to restore and uphold, 
when possible, adequate levels of clinical control. At 
analysis, the doses of prednisone and prednisolone varied 
from 7.5 to 25 mg. a day and averaged 12.9 mg. for 


TaBLE 3.—General Data in Group 3 Patients (Seventy Patients) 


Sex Disease Duration 
Ee er 18 (26%) | eer 11.7 yr 
Females.....ccoccece 52 (74%) sh ee 3 ( 4%) 

es 10 (14%) 
eee ee 57 (82%) 


Duration of Hydrocortisone Ther- 


Disease Severity apy Prior to Transfer 
SOVETG... cvccccoseses BW (48%) cs cskicueds 5 to 87 mo. 
Moderately severe... 37 (538%) BUGGER i. i cicees 19 mo, 
Moderate........... 3 ( 4%) 
icchaendedemedeae 0 


the group. The average maintenance dose of prednisone 
and prednisolone was 5.2 mg. greater than the calculated 
dose equipotent to that given of hydrocortisone. 


Immediate Improvement: Following substitution oi! 
the new analogues, the immediate results were favorable 
in 58 of the 70 patients. Changes for the better were 
prompt in appearing and were usually noted within two 
to six days. Nearly one-half of the patients achieved an 
adequate status of improvement within two weeks. 
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Maintenance of Improvement: After six to nine 
months of observation, 34 of the 70 patients (49% ) were 
classified as adequately improved (fig. 5). Treatment 
was discontinued in nine patients because of insufficient 
response, adverse reactions, or both; no patient of this 
group experienced clinical remission. In general, the 
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Fig. 5.—Clinical improvement in relation to duration of therapy with 
prednisone or prednisolone in group 3 patients. 


percentage of patients demonstrating satisfactory rheu- 
matic control declined as the treatment was prolonged; 
improvement was considered as adequate in 63% after 
one month, in 69% after two months, in 61% after three 
months, in 56% after four months, in 50% after five 
months, and in 47% after six and nine months. 

The observation that the improvement lost after long- 
term administration of hydrocortisone could be quickly 
regained when treatment was changed to prednisone or 
prednisolone therapy and then was gradually lost again 
in some patients as administration of the new analogue 
was continued aroused speculation as to whether a 
change of steroids alone might be a factor. To satisfy 
this curiosity, six patients who responded well to predni- 
sone at first but later relapsed were shifted back again to 
hydrocortisone therapy (in milligram doses four to five 
times larger than for prednisone). But greater benefits 
were not reinstated—rather, the condition of three of 
the patients became even worse. 

General Adverse Reactions: To achieve a higher 
grade of improvement in patients of this group, it was 
necessary to employ doses of prednisone and predniso- 
lone that, in terms of antirheumatic strength, exceeded 
those of hydrocortisone used when therapy was changed. 
Maintenance doses for the new steroids averaged 5.2 mg. 
more than the dose calculated to be equipotent to hydro- 
cortisone, an additional amount that would correspond 
roughly to an extra 20 mg. of hydrocortisone. The de- 
termination of how this additional quantity of steroid 
altered the general and individual incidence of unwanted 
hormonal effects was of considerable interest and, ob- 
viously, of practical importance. 

Sixty-three of the 70 patients exhibited hormonal 
complications before the new steroids were substituted. 
Several factors contributed to this high incidence: the 
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duration of continuous hydrocortisone therapy was long, 
averaging 19 months; the group included mostly patients 
with more severe disease for whom relatively large doses 
were required; some subjects with untoward reactions 
were selected purposely so that comparisons could be 
made; all detectable reactions, even very minor ones, 
were recorded. In most instances, signs of hormone ex- 
cess were multiple, and a total of 202 separate effects 
was noted among the 70 patients. 

After six to nine months of administration of predni- 
sone or prednisolone, 66 of the 70 patients displayed un- 
wanted reactions, and a total of 237 separate effects was 
recorded. Of side-effects present during hydrocortisone 
therapy, 38 disappeared after change in drug, 20 les- 
sened in degree, 88 remained unchanged, and 45 be- 
came more pronounced. A total of 71 “new” signs de- 
veloped during administration of the new analogues; 
many of these were gradually cumulative, increasing as 
the treatment period lengthened. Although most of the 
reactions were mild or moderate in severity, they were, 
alone or in combination, troublesome enough in 35 pa- 
tients (SO% ) to limit doses and prevent the maintenance 
of satisfactory results; in 9 patients they were severe 
enough to warrant discontinuation of treatment. 

As with hydrocortisone and cortisone, the incidence 
and severity of side-effects bore direct relation to the size 
of the maintenance dose and to sex. Although patients 
vary individually in tolerance, some being more vulner- 
able to reactions than others, our experience would indi- 
cate that, generally speaking, few men can withstand, 
for long periods, maintenance doses of prednisone or 
prednisolone greater than 20 mg. a day and that 
amounts larger than 12.5 to 15 mg. a day almost in- 
variably lead to unacceptable complications in women. 

Individual Adverse Reactions: Even though mainte- 
nance doses of corresponding antirheumatic potency 
were not used among patients of this group, differences 


wo 
ASES 
70 
[_] wroroconrisone | OR PREDN'SOLONE 
Oy 
1 
~) a8 
404 
3 
304 28 
25 
20 
Le) 

















6 w Z 
g we & i «a 2 F 
< 2 | < : - * x 
2 £6 92 22 © & ge ye £e § 38 S ee G 
» & Ore a pa > z 5? | ; 
ra wt z % y . > => A 
= me Oo 2 ¢ “ ‘ 4a > “> ; 
3 6 eS = 2% au “| 7 = a4 s 
= = z ¥ y= 4 3 = Fe 
: $ . : 


Fig. 6.—Individual adverse reactions in group 3 patients on prednisone 
or prednisolone therapy as compared to previous reactions while on hydro 
cortisone therapy. 


in tendency toward certain individual side-effects were 
evident (fig. 6). After hydrocortisone was replaced by 
prednisone or prednisolone, two reactions (fluid reten- 
tion and blood pressure elevation) were distinctly re- 
duced, while the incidence for three complications 
(digestive complaints, ecchymoses, and vasomotor 
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symptoms) rose strikingly; the findings corroborated 
and brought out in more prominent relief the disparities 
noted among group 2 patients. 

Twenty-five patients exhibited signs of fluid retention 
while on hydrocortisone therapy; following substitution 
of one of the new derivatives, these disappeared in 21 pa- 
tients, decreased in 2 others, and remained the same in 2, 
while one patient developed mild edema for the first 
time. In most instances the retained fluid was lost 
quickly, within a few days, and was accompanied by 
diuresis and rapid loss of weight (3 to 10 Ib.; 1.3 to 
4.5 kg.). 

Elevations in blood pressure occurred in 18 patients 
during hydrocortisone therapy; these were corrected in 
8 patients after the new steroids were used and were 
greatly reduced in 3 others. Twenty-two patients gained 
weight excessively during hydrocortisone therapy, nine 
sustaining notable reductions (5 to 16 lb.; 2.3 to 7.3 kg.) 
with prednisone and prednisolone. Several other pa- 
tients experienced less difficulty in avoiding obesity, and 
some had smaller appetites. 

The data failed to demonstrate that hydrocortisone, 
prednisone, and prednisolone differed significantly in 
tendency to promote abnormal fat deposition, as in 
facial mooning, supraclavicular fat pads, and increased 
abdominal girth, or such other unwanted effects as 
heightened psychomotor activity, hypertrichosis, skin 
tags, acne, and thrombophlebitis. The incidence for most 
of these became greater, and many reactions were more 
pronounced following transfer. These changes can be 
reconciled by the proportionately larger doses used of 
the new drugs and by the added periods of steroid ad- 
ministration. 

Again, as with patients in the previous groups, the 
influence of the respective compounds on carbohydrate 
tolerance was of special interest. Two patients included 
in group 3 had coexisting diabetes mellitus; the insulin re- 
quirement increased in both after substituting the new 
derivatives. The diabetes in one woman was well regu- 
lated on a measured diet and 10 units of insulin a day 
while taking 40 mg. a day of hydrocortisone; the insulin 
requirement of this patient rose to 20 to 30 units after 
therapy was changed to the administration of 15 mg. 
a day of prednisolone. The insulin dose of the other 
woman was 10 units daily, with maintenance doses of 
hydrocortisone averaging 35 mg.; this advanced to 15 
to 20 units, with 10 to 12.5 mg. of prednisone daily. 

Gastric complaints simulating those that accompany 
peptic ulcer occurred in 26 patients (37% ) during treat- 
ment with the new steroids. By comparison, these symp- 
toms occurred in five patients (7% ) while on hydrocor- 
tisone therapy, and they became more troublesome in 
two following transfer to therapy with the newer steroids. 
Roentgenographic examinations of the gastrointestinal 





6. Forsham, P. H.: Personal communication to the author. Forsham, 
P. H., and others: The Relative Potency of Metacortandracin and Meta- 
cortandralone as Measured by Pituitary ACTH Suppression: A Preliminary 
Comparison of the Effect of Metacorandracin and Hydrocortisone on 
Gastric Secretion, Proceedings of the First International Conference on the 
Clinical and Metabolic Effects of Meticorten (Prednisone) and Meticor- 
telone (Prednisolone), Bloomfield, N. J., Schering Corporation, to be 
published. 


J.A.M.A., Feb. 25, 1956 


tract disclosed peptic ulcers in 7 of the 26 patients with 
symptoms (gastric in 3; duodenal in 4). In three in- 
stances the ulcers were complicated by sudden gross 
hemorrhage. 

As observed among patients in groups 1 and 2, the 
incidence of ecchymotic skin lesions increased strikingly; 
only 5 patients (7% ) exhibited purpuric manifestations 
during administration of hydrocortisone, but they were 
present in 24 patients (34%) with the new drugs. Simi- 
larly, the frequency of vasomotor symptoms was de- 
cidedly increased (from 4 to 17% ) after prednisone and 
prednisolone were substituted. 


Comment: The restoration and the maintenance of 
major improvement for periods of six to nine months in 
approximately 50% of patients was an impressive ac- 
complishment, especially when it is recalled that the 
group embraced, almost exclusively, patients with more 
severe forms of rheumatoid arthritis and only those 
whose management with hydrocortisone had been un- 
successful. It should be emphasized that proportionately 
higher doses of the new steroids were required to attain 
the additional benefits, doses that were tolerated better 
in respect to some adverse reactions, but less well in re- 
spect to others. Though they interfered less statistically, 
the same problems prevailed as with the older ste- 
roids: in many patients with severe forms of the dis- 
ease the amounts of prednisone and prednisolone 
needed to support satisfactory inhibition of the disease 
are not permissible, and others escape control as treat- 
ment is prolonged. 


While the occurrence of purpuric skin lesions and 
vasomotor symptoms served as annoyances, neither com- 
plication interfered materially with management; in most 
instances excessive hot flushes in women were amenable 
to administration of complemental estrogen. But the high 
incidence of gastric symptoms and of roentgenograph- 
ically demonstrable peptic ulcers had onerous implica- 
tions. Complaints such as postcibal nausea, epigastric 
gnawing or burning distress relieved by food or alkalis, 
and night pain ordinarily responded to standard ulcer 
regimens, but the fear of unheralded complications, such 
as sudden hemorrhage or perforation, remained. Ac- 
cordingly, as prophylaxis, semibland diets and aluminum 
hydroxide gel preparations were eventually prescribed 
for almost all patients being maintained on prednisone 
and prednisolone therapy. The application of these 
precautionary measures seemed warranted not only from 
the frequency of digestive symptoms in this series and 
the experiences of others “* but also from studies of 
gastric secretion following administration of the ana- 
logues. Forsham and co-workers ° have found that hy- 
drochloric acid production is increased in approximately 
one-half of patients receiving corticosteroid therapy. 
Among those showing hyperacidity, prednisone and 
prednisolone provoke the secretion of about twice as 
much free hydrochloric acid as does hydrocortisone 
when the substances are taken in doses of comparable 
anti-inflammatory potency; this finding may help to ex- 
plain the greater frequency of gastric irritation and peptic 
ulceration that apparently accompanies treatment with 
the new derivatives. 
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Comment 

The discovery of prednisone and prednisolone marks 
a propitious development in the field of steroids, but 
from clinical experience it is evident that the compounds 
are far from ideal suppressive agents for rheumatoid 
arthritis. Compared with hydrocortisone, they possess 
both advantages and disadvantages. Merits of the new 
steroids are their lack of salt and water retention and 
absence of potassium loss with ordinary therapeutic 
doses, their lesser tendency to elevate blood pressure, and 
their ability to restore adequate levels of improvement 
in a. significant number of patients whose arthritis has 
escaped control after prolonged administration of hy- 
drocortisone. In some instances these advantages have 
been interdependent, as the acquisition of higher levels 
of improvement has been contingent on the use of pro- 
portionately larger doses of prednisone or prednisolone 
not previously possible with the older steroids because 
of the development of edema. In other instances such 
interrelationship has not been apparent, and an improved 
status has resulted following change of steroid medica- 
ment without accountable reason. Disadvantages con- 
sist of a greater proclivity for such complications as 
gastric irritation and demonstrable peptic ulcers, ecchy- 
motic skin lesions, and vasomotor symptoms. Qualita- 
tively, the new derivatives produce the same antirheu- 
matic response, but their milligram potency is multiplied. 
In general, the manifold problems in management, as 
well as the potential hazards incident to functional de- 
pression of the adrenal cortex and therapeutically in- 
duced hypercorticalism encountered with hydrocorti- 
sone and cortisone, are fully shared by the analogues. 

Another consideration—the discriminate selection of 
steroid prescribed, not merely the proper selection of 
candidates for treatment—has now been added to the 
problem of steroid therapy. This consideration promises 
to assume increasing importance as more compounds 
with varying attributes and deficiencies are developed in 
the future. It would appear that each of the antirheu- 
matic steroids now commercially available for systemic 
administration has a place among our therapeutic re- 
sources and that they complement rather than compete 
with each other. Evidence indicates that, unless special 
circumstances exist, there is little basis on which to 
choose among hydrocortisone, prednisone, and predni- 
solone as the initial therapeutic agent for patients who 
have not been previously treated with steroids. At this 
juncture it would seem that prednisone or prednisolone 
should be drugs of preference when salt and water reten- 
tion is an actual or potential problem (as in congestive 
heart disease, essential hypertension, and edema from 
hydrocortisone or cortisone administration) and in pa- 
tients who do not respond adequately to the older ste- 
roids or who escape control after their prolonged use. 
Conversely, hydrocortisone should be indicated in pa- 
tients who have history of peptic ulcer, gastric irritation 
from the new steroids, and perhaps under other circum- 
stances not yet clearly defined. 

Certainly the clinical application of new synthetic 
compounds derived from chemical permutations of the 
steroid nucleus has opened a fascinating chapter in thera- 
peutics. The discovery of prednisone and prednisolone 








PREDNISONE AND PREDNISOLONE—BOLAND 621 





probably represents just another step along the path that 
will lead to the development of superior suppressive 
agents for rheumatoid arthritis and other responsive dis- 
eases. Their importance rests more in the demonstration 
that it is possible to multiply milligram potency and si 
multaneously attenuate the electrolytic activity of hydro- 
cortisone and cortisone than in actual therapeutic ad- 
vantages they may possess. Basic investigators have now 
been drawn closer to unraveling the complex interrela- 
tionship that exists between the chemical structure and 
the biological properties of steroids and perhaps nearer 
to the separation of the anti-inflammatory from the un- 
wanted accessory effects of the naturally occurring ad- 
renocortical hormones. 


Summary 

The therapeutic merits of prednisone and prednisolone 
were appraised and their efficiency was compared with 
that of hydrocortisone in 141 patients with rheumatoid 
arthritis observed for continuous treatment periods vary- 
ing from six to nine months. The total patients were 
divided into three groups for study, those who had never 
or not recently been on hydrocortisone therapy, those 
whose condition had previously been adequately con- 
trolled on hydrocortisone therapy, and those whose con- 
dition had not been adequately controlled on therapy 
with hydrocortisone. 

Prednisone and prednisolone represent an important 
step toward the development of an ideal suppressive drug 
for rheumatoid arthritis and other diseases responsive to 
adrenocortical hormones. As _ practical therapeutic 
agents, however, they share most of the shortcomings 
exhibited by the older steroids. Compared with hydro- 
cortisone, they possess both advantages and disadvan- 
tages that consist chiefly, on the one hand, of relative 
freedom from salt and water retention with ordinary 
therapeutic doses and, on the other, of greater propensity 
for digestive complications. Their availability has intro- 
duced another consideration in steroid therapy—the 
careful selection of the steroid prescribed, as well as the 
judicious selection of candidates for therapy. 


2210 W. Third St. (57). 





A New Antirabies Vaccine.—Fixed rabies virus of high titers 
|has been developed] in embryonated duck eggs. Such a source 
has been found adequate for the production of potent antirabies 
vaccine. It is almost devoid of encephalomyelitis-producing 
qualities as tested with Freund adjuvant in laboratory animals. 

. . The antigenicity of this vaccine when tested in experi- 
mental animals fulfilled the requisites of the National Institutes 
of Health mouse assay for potency. The lot of vaccine used in 
this study was one year old. A clinical trial of the vaccine in 
twenty human subjects showed no untoward symptoms. Local 
reactions to the vaccine were very mild. Antibody tests done in 
thirteen of these subjects showed responses in twelve. A chronic 
alcoholic patient with delirium tremens did not get a response. 
Additional studies are in progress. Duck egg albumin and chicken 
egg albumin are antigenically similar. With the possibility in 
mind that a cross-sensitivity reaction theoretically might occur, 
persons sensitive to chicken egg albumin should not receive duck 
embryo vaccine.—F. B. Peck Jr., M.D., H. M. Powell, M.D., 
and C. G. Culbertson, M.D., A New Antirabies Vaccine for 
Human Use: Clinical and Laboratory Results Using Rabies 
Vaccine Made from Embryonated Duck Eggs, The Journal of 
Laboratory and Clinical Medicine, May, 1955. 
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CENTRAL NERVOUS SYSTEM AND CARDIOVASCULAR EFFECTS OF 
RAUWOLFIA SERPENTINA 


Bernard I. Lewis, M.D., Robert I. Lubin, M.D., L. E. January, M. D. 


and 


John B. Wild, M.D., Iowa City 


The ancient Indian drug Rauwolfia serpentina has 
been the subject of considerable interest since the initial 
reports of Wilkins, Judson, and Stanton in the United 
States.' Subsequent investigations have consolidated its 
position among the antihypertensive agents * and have 
documented its beneficial effects in certain agitated 
pyschiatric states.* There remains, however, much to be 
learned about its complex pharmacology, exact modes 
of action, and full therapeutic spectrum. To explore its 
range of application and better understand its mecha- 
nisms, we have studied the effects of Rauwiloid, the 
alseroxylon fraction of Rauwolfia serpentina, on patients 
with a variety of clinical syndromes. This report will pre- 
sent some preliminary observations on 76 such subjects. 


Material and Methods 


Our subjects may be divided into three broad groups, 
although some had problems that fell into more than one 
category. Thus, in the case of a patient with hypertensive 
vascular disease and psychosomatic difficulties, we ex- 
tended our investigative approach to obtain data relevant 
to both processes. This will explain the discrepancy be- 
tween the total number of subjects and the sum of the 
several subgroups. Group 1, vascular and neuro- 
vascular syndromes, includes 50 subjects with hyper- 
tensive cardiovascular disease, coronary artery disease 
with angina pectoris, Méniére’s syndrome, and head- 
aches of the tension and vascular types. Group 2, psy- 
chosomatic syndromes, includes 50 subjects with psychic 
reactions such as tension, anxiety, hysteria, depression, 
and hypochondriasis accompanied by somatic dysfunc- 
tion referable predominantly to the cardiovascular, gas- 
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¢ Alseroxylon (derived from Rauwolfia serpentina) 
was administered in alternate courses with an iden- 
tical placebo tablet to three groups of patients. Of 
these, 50 had symptoms predominantly vascular, 
50 were classified as having psychosomatic syn- 
dromes, and 10 were included as normal subjects for 
comparison. A daily dose of 4 mg. was arrived at 
as having satisfactory therapeutic effects with a 
minimum of undesired side-effects. 

The vascular effects proved difficult to interpret. 
In 20 hypertensive subjects the individual improve- 
ment was not related to the reductions in blood 
pressure and heart rate, and in 15 patients with 
angina pectoris the alseroxylon seemed to be no 
more effective than the placebo preparation. 

All subjects with psychosomatic syndromes char- 
acterized by tension states improved. Of 15 who 
improved on therapy, 7 relapsed during placebo 
administration while 8 maintained their gain through 
the placebo period; this was interpreted as an in- 
stance of the therapeutic prolongation pattern en- 
countered in other phases of the investigation. None 
of the patients with depressions, hysteria, or hypo- 
chondriasis was helped. In this series alseroxylon 
was most effective in managing the psychophysio- 
logical manifestations of tension states. 





trointestinal, and musculoskeletal systems. Group 3, 
normals, includes 10 subjects who were studied pri- 
marily to evaluate the “lag” period that characterizes the 
pharmacological action of Rauwolfia derivatives. 

The study techniques varied with the type of problem 
under investigation. In general, all subjects had detailed 
histories taken and physical examinations performed on 
entering the study. Information therefrom was correlated 
with data from various laboratory procedures to provide 
our base line indexes. These included heart rate and 
blood pressure determinations with the patients in the 
erect and supine positions, body weight, routine hemo- 
gram and urinalysis, electrocardiogram with the patient 
in the resting state and after a standard “two-step” exer- 
cise test,* ballistocardiogram, electroencephalogram, and 
teleroentgenogram for cardiac size and contour. We re- 
evaluated the clinical status and progress at each return 
visit and repeated these laboratory procedures at appro- 
priate intervals. Wherever possible we used the double- 
blind technique together with alternate courses of al- 
seroxylon and an identical placebo tablet. 

We obtained additional information from two special 
charts, the Daily Report Card and the Weekly Health 
Record. The report card is a modification of the type 
devised by Greiner and his group at Cornell University ° 
and was particularly applicable to our subjects with 
angina (fig. 1). Each card covers a 31-day period and 
provides a daily account of the frequency and severity 
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of the pertinent symptoms (anginal attacks) and the 
amount of additional medication required (glyceryl tri- 
nitrate [nitroglycerin]) as compared with the average 
pretreatment day. The Weekly Health Record serves a 
somewhat similar purpose and was best suited to our 
patients with psychosomatic conditions (fig. 2). Here 
the subject records the severity of the salient symptoms 
at the end of each week, again as contrasted with the pre- 
treatment level. These subjective evaluations are made 
in terms of “cents on the dollar” in this way: one dollar 
indicates the complete clearing of a complaint; zero 
cents denotes a symptom of profound severity; and in- 
termediate amounts indicate symptomatic states between 
these two extremes. Thus, the total “health worth” and 
the progressive status of the various symptoms are easily 
determined week by week. 

These charts have the virtues of 
simplicity and tangibility. They sup- 
ply a large volume of data for statis- yay 
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cant hypotensive reactions and have gained the impres- 
sion that normotensive patients can tolerate alseroxylon’s 
blood pressure effects without difficulty. None of the 
subjects exhibited any notable postural drops in blood 
pressure during treatment. The bradycardic pattern 
was much the same for both normotensive and hyperten- 
sive patients. The mean slowing of heart rate was 19 
beats per minute, with an over-all range of 0 to 52 (fig 
2). With rare exception, however, the bradycardia was 
a much more consistent feature than the reduction in 
blood pressure. Most subjects developed a heart rate in 
the 60's or low 70's, regardless of their pretreatment 
levels. For several, who were mainly disturbed by pal- 
pitations and rapid heart action, alseroxylon proved a 
virtually specific medicament. 
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General.—Alseroxylon has cer- 
tain general characteristics, common 
to the Rauwolfia family, that merit 
brief comment. 

Antihypertensive and Bradycardic Effects: The reduc- 
tion in mean arterial blood pressure for all 76 subjects 
was 19 mm. Hg (fig. 3). There were 20 subjects with 
essential hypertensive disease, and their average fall in 
mean arterial blood pressure was 28 mm. Hg, with indi- 
vidual variations ranging from 7 to 53 mm. Hg. Because 
of this wide range we found it difficult to predict the 
degree of antihypertensive effect, despite our initial ex- 
pectations that factors such as marked emotional tension 
and vasomotor lability would predispose to more striking 
reductions. This did hold true for some subjects but, for 
unknown reasons, did not apply in other clinically similar 
cases. 

The remaining 56 subjects, all normotensive, achieved 
an average reduction in mean arterial blood pressure of 
14 mm. Hg, exactly one-half that of the hypertensive 
group. The individual variation here was of lesser de- 
gree, with an over-all range of 3 to 27 mm. Hg. In gen- 
eral, the lower the pretreatment blood pressure, the less 
was the fall during therapy. We encountered no signifi- 


BEFORE GOING TO BED EACH NIGHT, WRITE A MARK (X) IM THE SPACE THAT DESCRIBES 
YOUR HEART PAIN FOR THE ENTIRE DAY AND WRITE IN THE NUMBER OF HEART ATTACKS 
AND NITROGLYCERINE TABLETS TAKEN THE ENTIRE DAY. 


Fig. 1—Daily Report Card used to evaluate response to therapy. 


“Tranquilizing” Effect: The tranquilizing effect of al- 
seroxylon has received much comment in the literature. 
Our subjects varied considerably in the nature and de- 
gree of their psychological responses. Many did achieve 
a relaxed sense of well-being that could be likened to 
tranquility. Some, however, felt generally dulled and 
slowed up both in mood and in motor activity. This dis- 
satisfying psychomotor retardation was usually transient 
and cleared within a few days, despite continuation of 
medication. This, however, did not apply to the sub- 
jects with depressive features, who, as a rule, did poorly 
on therapy with alseroxylon and tended to experience a 
deepening of their depression. We have the impression 
that there is an inverse relationship between the degree 
of emotional tension present and the tendency for this 
psychomotor retardation reaction to occur. The subjects 
who were most tense seemed to derive the greatest degree 
of beneficial and satisfying relaxation. Conversely, those 
who were least tense were more likely to feel dull and 
devoid of ambition or energy. 
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“Lag” Effect: The pharmacological and therapeutic 
effects of alseroxylon are not manifest for some time 
after the beginning of oral treatment and tend to persist 
long after it has been stopped. To explore this feature 
and define the extent of these “lag” periods, we observed 
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during, and after the administration of alseroxylon. In 
only one could alert recordings be obtained that were 
sufficiently reliable to allow analysis of successive 10- 
second epochs. This revealed an increase in amplitude 
of all occipital alpha, theta, and beta frequencies during 

administration of alseroxylon and for a 
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short time thereafter. There were no sim- 
ilar changes elsewhere. The other two sub- 
jects showed too much drowsy activity 
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did show some minor changes. Further 
studies will be done on a larger group, in- 
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Effective Dosage Range: We have used 
dosage schedules ranging from 2 to 16 
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mg. per day. In our experience a daily dose 


704| 954 9o¢} of 4 mg. has achieved as rapid and effec- 


tive therapeutic results as larger amounts 
without provoking more than minimum 














GRADE SYMPTOMS EACH WEEK IN TERMS OF CENTS ON THE DOLLAR” 


undesirable side-effects. There is no ad- 
vantage in dividing the total dose, and 








Fig. 2.—Weekly Health Record to determine severity and course of symptoms. 


a group of 10 normal subjects who received 4 mg. of al- 
seroxylon daily for approximately 30 days. A sustained 
bradycardia developed in one subject as early as the 
fifth day of medication, but, for the group, the mean time 
of onset was the eighth day. Similarly, two subjects ex- 
hibited a distinct reduction in blood pressure on the 
sixth day, but the mean group time was 10 days. Most 
subjects did not vary much from these mean times (fig. 
4). After medication was stopped, the mean time for 
return of the heart rate to control levels was 12 days, 
agar without notable individual variation. The blood 
pressure changes persisted longer, with a mean duration 
of 20 days. There was more variation here from subject 
to subject, with a range of 9 to 29 days. 


The affective changes in this group were not striking, 
although several experienced some degree of “retarda- 
tion.” These individuals felt dull and listless during this 
phase, which began about the end of the first week of 
treatment. This usually cleared within three or four 
days, and they felt much as usual, despite continued ad- 
ministration of the drug and persistence of the cardio- 
vascular changes. While receiving medication, three sub- 
jects, junior medical students, temporarily “broke 
through” alseroxylon’s hypotensive and bradycardic ef- 
fects for several days prior to an important examination. 
Shortly thereafter these cardiovascular indexes reverted 
to their previous therapeutic levels. This indicates the 
relative rather than absolute nature of the control ex- 
erted by alseroxylon. At rest there tends to be a reduced 
level of psychological and physiological responsiveness. 
More potent stimuli are required to evoke significant 
responses, and these tend to be of decreased magnitude. 

Detailed electroencephalographic studies were per- 
formed on three subjects in this normal group before, 


this is usually given at breakfast or at 
bedtime. 

Specific Results in Vascular and Neurovascular Syn- 
dromes.—There were 50 patients with essential hyper- 
tensive cardiovascular disease, coronary artery disease 
with angina pectoris, Méniére’s syndrome, or tension 
and vascular headaches. 
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Fig. 3.—Left, changes in mean arterial blood pressure with alseroxylon 
therapy. Right, changes in heart rate. Solid bars, mean change; striped 
bars, range of change. H, hypertensive patients; G, entire patient group; 
N, normotensive patients. 


Essential Hypertensive Cardiovascular Disease: There 
were 20 subjects in the group with essential hypertensive 
cardiovascular disease with resting blood pressures in 
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excess of 150/100 mm. Hg. Seven had symptomatic 
coronary artery disease, secondary to which six had 
developed considerable apprehension and anxiety. 
Another seven had moderately severe anxiety-tension 
states accompanied by various bodily complaints that 
they attributed in part or completely to their hyperten- 
sion. Four subjects had depressive reactions of varying 


TABLE 1.—Comparison of Rauwiloid and Placebo by “Daily 
Report Card” Method in Fifteen Patients 
with Angina Pectoris 


Percentage of Days in Which Cardiae 
Pain Was Reported as 
; | ne tae cn aera my 
No. of Un- Increased Reduced Absent 
Days changed (Bad (Good (No 
Agent Reported (Same)* Day) Day) Pain) 
Rauwiloid...... 1,724 15 ll 37 37 
PIRCING....0000 1,563 16 9 31 44 
* Terms in parentheses used on “Report Cards.” 


degree. As determined by their Daily Report Card and 
Weekly Health Record data, 15 subjects achieved a 
mean level of 74% symptomatic relief from therapy 
(fig. 5). The individual level of improvement bore no 
relationship to the associated reductions in blood pres- 
sure and heart rate. Those with the largest cardiovascu- 
lar changes achieved no more, and in some cases less, 
symptomatic benefit than did others with minimum dec- 
rements. Moreover, the cardiovascular changes in the 
group with good therapeutic results were not significantly 
different from those obtained by the five subjects who did 
not improve. Two of these five had severe coronary 
artery disease, and it is possible in one case at least that 
the hypotensive effect accentuated the degree of coronary 
insufficiency. The other three had definite depressive 
features and seemed to become more despondent under 
therapy. 


Coronary Artery Disease with Angina Pectoris: There 
were 13 men and 2 women with moderate to severe 
coronary artery disease and well-established anginal syn- 
dromes who were not well controlled on conventional 
therapy. Four had histories and electrocardiographic 
evidence of previous myocardial infarction, and seven 
had varying degrees of arterial hypertension. The total 
period of observation for the group was 470 weeks, an 
average of 31 weeks per subject. For our initial analyses 
of the Daily Report Cards we pooled the data of all 
the courses of alseroxylon and compared them with the 
results of the combined placebo periods. Table | pre- 
sents such a comparative evaluation for the group as a 
whole. The minor differences here are statistically not 
significant, and it would appear that the active drug was 
no more effective than the placebo preparation. A sepa- 
rate comparative analysis was then carried out for each 
subject to detect any who might have improved with 
alseroxylon but whose results were obscured by the 
data of those who did not benefit. Again we could find 
no indication that alseroxylon-was an effective agent in 
the treatment of angina pectoris. 

However, when the independent clinical evaluations 
were reviewed, it appeared that, in the judgment of the 
clinical examiners, most of the subjects had demonstrated 
definite improvement. Further study of the report card 
data soon reconciled these apparently contrary findings. 
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When we analyzed separately each successive observa- 
tion period for each subject, a curious sequence of thera- 
peutic events was revealed. After their preliminary pe- 
riod on placebo therapy, 9 of the 15 subjects unequiv- 
ocally improved when alseroxylon was substituted 
Then, and this was the surprising feature, these subjects 
maintained their improvement during the next observa- 
tion period when placebo was administered in place of 
the active drug. Thereafter they continued this se- 
quential pattern of improvement during their subsequent 
courses of alseroxylon and placebo. Figure 6 illustrates 
this pattern in two representative subjects. 

The basis of this apparent prolongation of therapeutic 
effect is not clear. Certainly it extends well beyond the 
range of direct pharmacological action that we had de- 
fined in normal persons (fig. 4). Can it be that subjects 
with angina pectoris, and other disorders, respond dif- 
ferently to alseroxylon than do normal persons? Is 
alseroxylon capable of establishing, by a direct cardio- 
vascular effect, an improved physiological balance be- 
tween myocardial demand and coronary supply that 
persists long after its pharmacological action has sub- 
sided? Or is the primary action on the central nervous 
system, which, in turn, promotes physiological changes 
of such duration and degree as to improve indirectly the 
precarious coronary-myocardial relationship? We have 
no satisfactory answers to these questions at this time. 
We think it unlikely, however, that all these subjects sud- 
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Fig. 4.—‘‘Lag”” phenomenon of alseroxylon effect. Solid bars, mean 
time in days; striped bars, range of time in days. H. R., heart rate; 
B. P., arterial blood pressure. 


denly and coincidentally achieved such spontaneous 
benefit. Neither do we believe that the doctor-patient 
relationship played an important role here. The physi- 
cians concerned attempted to maintain impersonal at- 
titudes and deliberately “to treat the disease not the 
patient.” This approach, coupled with the subject’s 
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knowledge of the “experimental” nature of the program 
and the division of his care between two physicians, one 
who examined and another who prescribed, hardly com- 
posed a setting conducive to much therapeutic rapport. 
The nature of the underlying mechanisms thus remains 
unclear and will require additional investigation. 

Table 2 presents a final evaluation of the report card 
data based on this “sequential” analysis of the individual 
courses of alseroxylon and placebo. It is now seen that 
12 of the 15 subjects had improved with therapy. Three 
regressed when placebo was administered, but nine main- 
tained their improvement under these circumstances. 
Two subjects did not benefit from either agent, and one 
was apparently made worse by therapy. The degree of 
improvement noted on table 2 was determined by sub- 
tracting the percentage of “bad days” from the sum of 
the percentages of “good days” plus twice the “no pain 
days” (fig. 1). When the resultant percentage was 100 
or more the improvement was graded “marked,” 50% 
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16 weeks each, during which they received 4 mg. of 
alseroxylon daily. All were tense individuals with vari- 
ous somatic complaints on this basis. As a group, their 
mean “health worth” at the onset of therapy was “45 


TABLE 2.—Evaluation of Patients with Angina Pectoris on Basis 
of Sequential Use of Alseroxylon and Placebo 


Improved No Benefit 
Improved with from 
with Alseroxylon, Either 
Alseroxylon, Maintained Alseroxylon Worse 
Worse with with or with 
Placebo Placebo Placebo Alseroxylon 
No. of patients... 3 9 2 1 
Degree of improvement 
eee 2 3 
Moderate.... 1 4 
Maried...-.+0 0 2 


cents on the dollar” (fig. 7). By the end of the treatment 
period this had risen to an average of 87 cents for the 
group. In all cases the acute attacks had decreased mark- 
edly in frequency and severity and the 
chronic complaints had abated con- 
siderably. Here, too, it is difficult to 
know whether the improvement re- 
sulted from a direct effect on labyrin- 
thine mechanisms or came about 
indirectly through a reduction in psy- 
chophysiological tension. These pre- 
liminary observations will require con- 
firmation on a larger group of subjects 
before any valid conclusions can be 
drawn. 

Tension and Vascular Headaches: 
We observed eight female and two 
male subjects with chronic recurring 
headaches of the tension and/or vas- 
cular types for an average period of 
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Fig. 5.—Response of hypertensive subjects to alseroxylon. MABP, mean arterial blood 


pressure; H. R., heart rate. 


to 99% was graded “moderate,” and 25% to 49% was 
graded “mild.” Benefit of lesser degree was not regarded 
as significant. Thus, two subjects were markedly im- 
proved, five moderately, and five mildly, as compared 
with their pretreatment status on conventional therapy. 
Seven subjects exhibited noteworthy changes in their 
electrocardiographic and/or ballistocardiographic rec- 
ords during the study. Five had had positive (abnormal ) 
electrocardiographic tracings after a standard “two-step” 
exercise test that became negative (normal) while they 
were receiving alseroxylon. Under therapy two subjects 
also normalized previously abnormal resting electro- 
cardiographic records, whereas a third developed ballis- 
tocardiographic abnormalities, although his resting elec- 
trocardiogram remained normal. One subject converted 
an abnormal ballistocardiographic pattern to normal, 
and the tracing of another showed marked improvement 
while these patients were receiving alseroxylon. X-ray 
studies failed to show any significant changes in heart 
size or contour throughout the observation periods. 
Méniére’s Syndrome: We studied five women with 
signs of Méniére’s syndrome for an average period of 
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r 28 weeks each. One-half of the group 
received alternate courses of alseroxy- 
lon and placebo tablets. All seemed 
to be tense persons with a number 
of other less troublesome complaints. At the onset of 
therapy the mean “health worth” was 35 cents, and this 
had risen to a mean level of 88 cents by the end of the 
study (fig. 7). Clinically this was evidenced by cheerful, 
more relaxed attitudes; relatively few headaches; and 
a paucity of other complaints. One subject in particular, 
a 44-year-old business executive, had suffered from pros- 
trating migraine attacks since childhood. These came 
about twice a week and would put him to bed for 24 to 
36 hours at a time. When last seen, after approximately 
13 weeks on therapy with alseroxylon, he had had but 
three of these severe migraine episodes and, though still 
a rather tense person, was distinctly improved and able 
to function much more efficiently at his work. Of the five 
subjects who had received alternate courses of alseroxy- 
lon and placebo, three were found to have improved with 
therapy and then regressed on placebo. We found that 
this was quite evident, both clinically and in their health 
records. The other two subjects were seen to exhibit 
the prolonged therapeutic pattern during an extended 
course of placebo after their initial improvement on ther- 
apy with alseroxylon. 
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Specific Results in Psychosomatic Syndromes.—There 
were 50 subjects, 33 women and 17 men, in the study 
group who presented the usual spectrum of psychoso- 
matic syndromes. Thirty-six had tension states with 
various combinations of symptoms such as headache, 
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Fig. 6.—Prolongation of therapeutic response in anginal syndrome after 
alseroxylon. Pl, placebo; Rx, alseroxylon. 


dizziness, chest pain, palpitations, polymyalgia, ir- 
ritable stomach and intestine, insomnia, fatigue, and ex- 
haustion. The remaining 14 had similar complaints, but 
their basic psychopathological mechanisms were depres- 
sive, hysterical, or hypochondriacal in nature. The mean 
duration of observation for the subjects in this group was 
19 weeks. 

All subjects with tension states improved. Their mean 
“health worth,” as calculated from the Weekly Health 
Record data, rose from a pretreatment level of 40 cents 
to one of 87 cents (fig. 7). None of the patients with 
depression, hysteria, or hypochondriasis were helped, 
and several seemed to feel worse on therapy with al- 
seroxylon. One was a depressed young woman with 
psychomotor epilepsy whose seizures became much more 
frequent and severe during therapy. This possible con- 
traindication of alseroxylon in the presence of epilepsy 
is currently under investigation. 

We were able to follow 16 subjects for an average pe- 
riod of seven months each during alternate courses of 
alseroxylon and placebo. Fifteen improved with therapy. 
Seven relapsed on placebo, but the other eight main- 
tained their gain during placebo administration—another 
example of the therapeutic prolongation pattern. The 
remaining subject, a 45-year-old man with strong depres- 
sive features, did not respond to either agent. Note- 
worthy, too, in this group with psychosomatic syndromes 
were 17 subjects with symptoms arising from spastic 
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gastrointestinal tracts. We had anticipated a worsening of 
these difficulties in view of the stimulating effect of Rau- 
wolfia derivatives on the stomach and intestine. We 
found, however, that the central relaxant or tranquilizing 
reaction seemed to predominate, and these subjects evi- 
denced a gratifying degree of improvement of their 
dysphagia, pyrosis, bloating, mucous diarrhea, or con- 
stipation. The mechanism of these unexpected responses 
merits further investigation. 


Comment 


In many ways these results pose more questions than 
they answer. It does seem clear that alseroxylon causes 
a mild to moderate reduction in blood pressure and, per- 
haps more consistently, a slowing of the heart rate in 
most subjects. Curiously, the symptomatic results in 
hypertensive patients bear little relationship to the extent 
of these cardiovascular changes, This applies equally 
well to normotensive patients, who seem to tolerate the 
reduction in blood pressure without difficulty. We have 
the clinical impression that a high percentage of sub- 
jects with mild to moderate hypertension have chronic 
tension states, with most, and in many cases all, of their 
complaints on this basis. Certainly this applied to the 
small group in this study whose improvement appeared 
to parallel their reduction in emotional tension rather 
than arterial hypertension. 

The subjects with coronary artery disease and the 
anginal syndrome present a more complicated problem. 
It is clear that 12 of the 15 subjects improved on therapy 
with alseroxylon. None developed myocardial infarction 
or cardiac decompensation during the study. It seems un- 
likely that they experienced spontaneous improvement 
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unrelated to therapy; nor do we believe that iatrogenic 
factors played a significant role in the relief of their symp- 
toms. Undoubtedly those who were tense and apprehen- 
sive about their heart disease were helped in this regard 





6. Plummer, A. J., and others: Pharmacology of Rauwolfia Alkaloids, 
Including Reserpine, Ann. New York Acad. Sc. 59: 8-21, 1954 
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with some benefit to their anginal status. It seems to us 
more reasonable, however, that the hemodynamic 
changes resulting from alseroxylon administration have, 
in themselves, directly improved the precarious relation- 
ship between coronary supply and myocardial demand. 
We find it difficult otherwise to explain the gratifying re- 
duction in frequency and severity of anginal attacks and 
the distinct increase in effort tolerance achieved by many 
of these patients. 

The peculiar prolonged therapeutic pattern demon- 
strated by many subjects, notably those with angina, is 
another puzzling feature. It has occurred ,so often that 
we have come to accept it as a common response, even 
though we do not understand its mechanism. There is no 
obvious reason for alseroxylon to behave differently in 
the patients as compared with normal persons. This un- 
expected therapeutic response made more difficult the 
task of evaluating the results and at first obscured the 
significance of the health record and report card data. 
It was only when a “sequential” analysis was performed 
that the therapeutic picture became clear. 

Many of the subjects with Méniére’s syndrome and 
those with tension and/or vascular headaches were tense 
persons. It is likely that they obtained much benefit from 
alleviation of their emotional tension, although the pos- 
sibility of a direct effect on the labyrinthine and cranial 
vessels and/or innervation cannot be excluded. Alserox- 
ylon’s central nervous system action seemed to pre- 
dominate in the patients with psychosomatic syndromes, 
as evidenced in particular by the group with gastrointes- 
tinal difficulties. Cardiovascular and musculoskeletal 
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manifestations were especially responsive to treatment, 
as were such features as insomnia, anorexia, irritability, 
and exhaustion. 

In general, alseroxylon has impressed us as an unusu- 
ally effective drug in the management of the psychophysi- 
ological manifestations of tension states. This seems to 
apply whether or not structural lesions are present. On 
the other hand, subjects with hysteria, hypochondriasis, 
or depressive patterns do not respond well, and we be- 
lieve there is a real danger of deepening the depression 
and perhaps precipitating a suicidal reaction. Although 
we do not believe that the Rauwolfia derivatives are 
“psychotherapy in a pill,” they are valuable therapeutic 
tools. The physician in practice will find them extremely 
useful adjuncts to the over-all management of many of 
his vexing problems. 

Addendum 


Since the foregoing was written we have made fur- 
ther observations on these subjects. In general, the ad- 
ditional data have confirmed our preliminary impres- 
sions. In particular, the subjects with angina pectoris 
have continued to do well and have maintained or aug- 
mented their initial improvement. Two of the three sub- 
jects in this group who originally had not responded to 
treatment have since distinctly improved. Thus, at pres- 
ent, all but one of these 15 subjects have appeared to 
benefit from alseroxylon therapy. A more detailed report 
on this group has been made elsewhere * and is soon to 
be published. 


7. Lewis, B. 1.; Lubin, R. I.; January, L. E., and Wild, J. B.: Rau- 
wolfia Serpentina in the Treatment of Coronary Artery Disease, read 
before the American Heart Association, New Orleans, Oct. 24, 1955. 





ABDOMINOPERINEAL PROCTOSIGMOIDECTOMY WITH SPHINCTER 
PRESERVATION 


FIVE-YEAR AND TEN-YEAR SURVIVAL AFTER “PULL-THROUGH” OPERATION FOR CANCER OF RECTUM 


Harry E. Bacon, M.D., Philadelphia 


At the pan-Pacific surgical meeting in Honolulu in 
1948, in reporting on a series of 401 patients with rectal 
cancer upon whom the “pull-through” operation had 
been performed, I concluded my remarks by stating !: 
“If and when the statistics evidence the fact that the 
results in a larger group of patients and particularly the 
ten year rate of survival, do not compare favorably with 
those achieved by other methods, then shall our error be 
acknowledged and the procedure completely deleted 
from our surgical armamentarium.” Six and a half years 
have now elapsed since that meeting, a period of time, 
with the added increments of patients and operations, 
that affords a sufficient opportunity, in my opinion, for 
the assessment and the evaluation of the accumulated 
material and for an appraisal of the long-range results of 
the method. 





Chairman’s address, read before the Section on Gastroenterology and 
Proctology at the 104th Annual Meeting of the American Medical Asso- 
ciation, Atlantic City, June 8, 1955. 

Because of space limitations, tables 2, 3, 4, 5, 8, and 9 and a discussion 
of technique have been omitted from THE JouRNAL and will appear in the 
author’s reprints. 


1. Bacon, H. E.: Cancer of the Rectum, Surgery 26: 584, 1949. 


¢ For cancer of the middle and upper portions of 
the rectum it is possible to perform an abdomino- 
perineal operation that includes ample resection 
of the affected tissues yet preserves the anal 
sphincters and spares the patient the misery of a 
permanent colostomy. Cancer of the lower portion 
of the rectum and the anal canal, on the other hand, 
requires a permanent abdominal colostomy and 
sacrifice of the anal sphincters. 


Abdominoperineal proctosigmoidectomy with pres- 
ervation of the anal sphincters and without colos- 
tomy was done in 604 patients. Of the 24 deaths, 6 
were due to peritonitis, 5 to pulmonary embolism, 
and 4 to myocardial failure. The figures for fre- 
quency of recurrence and for 5-year and 10-year 
survival showed that the operation was sufficiently 
radical. It permitted early discharge from the hos- 
pital and early return to work, and the patients are 
continent. 





In 1932, Wayne Babcock modified the Hochenegg 
procedure. Since then the subject of any type of opera- 
tion aiming to preserve the sphincter with the object of 
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avoiding a colostomy has run the gamut of criticism. 
This criticism, constructive * or otherwise, has not been 
without merit. As Wangensteen so aptly stated, “We 
cannot resolve our difference by debate, but rather by 
analyzing our experiences critically and recording them 
truthfully.” 

The opponents of the “sphincter-saving” procedure 
have centered their criticism about the contentions that 
(1) the operation is less radical than others and there- 
fore the survival rate poorer, (2) the operative mortality 
is higher, (3) the morbidity is more protracted, and (4) 
anal continence is incomplete and unsatisfactory. Fins- 
terer* recently stated, “In cases of rectal carcinoma it 
has been possible for me to preserve the sphincter in 
70.4% of 603 radical operations; the permanent results 
of operation with preservation of the sphincter were bet- 
ter than those following extirpation of the sphincter.” 
Waugh ** remarked that abdominoperineal resection 
with preservation of the anal sphincters offers a rational 
method of treatment for carcinoma of the midrectum 
and for lesions of the upper rectum and that he is con- 
vinced that, if such a procedure includes the internal 
sphincter and ample resection of the mesentery and 
perirectal tissues, it constitutes a sound operation for 
cancer, the results of which compare favorably with the 
Miles operation (abdominoperineal excision with per- 
manent colostomy ). 

The first and cardinal objective in the surgical treat- 
ment of cancer is to eradicate the disease as completely 
as possible; the second is to return the patient to a nor- 
mal state or as near a normal state as possible. Where 
life hangs in the balance and the prognosis, immediate 
and remote, is uncertain, it would be a dereliction of duty 
if one were to initiate a surgical procedure that would 
offer the patient less than can be accomplished by meth- 
ods that have stood the test of time. The surgeon’s great- 
est qualifications are his integrity, judgment, and com- 
mon sense, and his first concern must be the welfare of 
the patient. 

The basic problem is inherent in one question: Is 
abdominoperineal proctosigmoidectomy (“pull-through” 
procedure) an adequate or inadequate cancer operation 
in the light of our present concept of requirements for 
cancer surgery? Be it emphatically stated that at no 
time have I or my associates advocated a sphincter- 
saving operation for cancer of the lower rectum and anal 
canal. Our studies substantiate those of others, offering 
incontestable evidence that the only surgical procedure 
for low-lying cancer (less than 7 cm. from the anal 
margin) is an extended abdominoperineal excision with 
a permanent abdominal colostomy and sacrifice of the 
anal sphincter. During the past four years it has been 
our custom to add abdominopelvic lymphadenectomy to 
this procedure. Anterior resection, better termed recto- 
sigmoidectomy, for cancer of the upper rectum, and 
precisely at the rectosigmoid junction, has been tota!ly 
abandoned by us because of the high incidence of local 
recurrence in the pelvis and at the suture line, even 
though such technical additions as iliopelvic and inferior 
mesenteric node dissection,‘ wide division of the lateral 
pedicles, string closure of the colon, and a minimum of 
8 cm. from the growth margin to the edge of the colon 
are included. 
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Material and Data 

The experience reported herein includes a personal 
series of 1,506 patients with proved cancer of the colon, 
rectum, or anal canal in the 14-year and 6-month pe- 
riod from September, 1940, to March, 1955, inclusive. 
Of these, 1,347 patients were subjected to some type of 
operation—resection, colostomy, colotomy and polypec- 
tomy, or celiotomy (“open and closure”). Resection, 
either for “cure” or “palliation” was performed in 1,224 
of the 1,347 patients brought to the operating room, a 
resectability rate of 90.8%. In this group, there were 
309 resections of the ascending, transverse, descending, 
or sigmoid colon with 13 deaths (a mortality of 4.2% ); 
311 Miles abdominoperineal excisions with permanent 
abdominal colostomy with 11 deaths (a mortality of 
3.5%); and 604 pull-through operations with 24 deaths 
(a mortality of 3.9% ) (table 1). 

Included in the group are 33 patients with dissem- 
inated polyposis and concomitant malignancy for which 
colectomy was performed, 5 patients with ulcerative 


TABLE 1.—Data on Patients with Cancer of the Colon, Rectum, 
or Anal Canal, September, 1940, to March, 1955 


ely Ae ete ei cd kccachueetensuddevunaeunnabansiens 
No. of patients subjected to operation 

No. of patients in whom resection was done.. 1,226 
Resectability rate, %...........s-: ‘ : . 8 


EOTOR OOO, Wi. iciveccesscds 


No. of Mortality 
Type or Area of Resection Patients Deaths % 
Ascending, transverse, descending, or 
ST EE an odaiicacdndesaadaekndés 309 13 4.2 
Abdominoperineal excision with colostomy 
CN EE i ulidinleth aati inte iaiaillieniceia 311 11 3 
Abdominoperineal proctosizgmoidectomy 
with preservation of anal sphincters; 
without colostomy (‘“pull-through’’)... 604 4 
WEE Saneibeibeeescvednsescteusseanus 1,224 17 3.8 


colitis and concomitant malignancy for which colectomy 
was instituted, and 2 women with pregnancies of 10 and 
12 weeks’ gestation complicated by malignancy for which 
proctosigmoidectomy was performed. Both of the latter 
are living and well seven and one-half and nine years 
later respectively; one case has been reported previously.° 
In 296 instances, an inferior mesenteric regional lymph 
node dissection with ligation of the inferior mesenteric 
artery at the aortic origin was performed, and there were 
140 iliopelvic lymph node dissections. There were 47 
deaths in the entire series of 1,224 resections, a mortality 
rate of 3.8%. The operations were performed by me 
or on Occasion by the senior proctologic resident on 
service or by an assistant. 
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Abdominoperineal Proctosigmoidectomy, or Pull- 
Through Procedure 


The purpose of this discussion is neither to defend nor 
condemn the pull-through operation. Rather, it is to 
present an impartial report on my experience with 604 
patients subjected to abdominoperineal proctosigmoid- 
ectomy without colostomy and with preservation of the 
sphincter muscles and to evaluate the results of this 
procedure where cancerous lesions are located in the 
low sigmoid, the rectosigmoid, and the upper and mid- 
portions of the rectum or over 7 cm. from the anal mar- 
gin. The youngest patient was 20 and the oldest 87 
years of age. The average for the entire group was 59.2 
years. There were 333 males and 271 females. 


Pathology.—Preoperatively, the exact distance be- 
tween the anal margin and the lowermost edge of the 
growth is measured digitally and endoscopically and the 
findings recorded. The distances are shown in table 2. 
The circumferential measurements of the lesions are 
found in table 3. 

Except for four carcinoids and five connective tissue 
tumors (one malignant melanoma, two fibrosarcomas, 
and two leiomyosarcomas), all were reported as adeno- 
carcinoma (98.6%). In 49 cases the lesion was de- 
scribed as mucoid carcinoma, an incidence of 8.3%. 
This is similar to the series previously reported. Accord- 
ing to Broder’s classification, 18.1% were reported as 
grade 1, 57.3% as grade 2, 16.1% as grade 3, and 8.4% 
as grade 4. During the past few years our departments 
of pathology have discarded this classification of “cellular 
differentiation” in favor of the “mural penetration” 
method of Dukes. According to the latter, 9.2% were 
group A, 4.7% were group B, and 49.1% were group 
C, (regional lymph node invasion) and C, (distant 
metastases) (table 4). The value of clearing specimens 
of lymph nodes by the Gilchrist modification of the 
Spalteholz technique is evident by the fact that in 1949 
I cited an incidence of 36.7% (uncleared), whereas, 
in 1953, McElwain *” reported this incidence as 60% 
(cleared). 


Distant Metastases.—A palliative resection was per- 
formed in 97 of the 604 patients, 84 for liver metastases 
(13.9%) and 13 (or 2.1%) because of invasion of 
other structures. In view of more recent experience ° 
I would probably have performed an exenteration in 
the latter. 


Length of Resected Specimen.—Customarily, the 
gross specimen is measured from its distal cut edge to 
the lowest margin of the growth, but not for comparison 
with the preoperative measurements, since in the opera- 
tive technique the anal canal (anoderm) is preserved in 
its entirety. The entire length of the specimen is meas- 
ured as well as the inferior mesenteric pedicle; extent of 
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the lateral ligaments and levator ani muscles are noted 
and charted. In 1948, with Ross, I reported the average 
length of the resected specimen in a series of 146 con- 
secutive cases to be 30.6 cm.’ In the last 100 specimens 
the last average length was 43 cm. 


Technique of Operative Procedure.—Owing to lack 
of space the technique is not included here; it has been 
described in various reports and more recently by Ross 
and myself.* 


Mortality and Morbidity —There were 24 deaths 
after operation in the series of 604 patients, a mortality 
rate of 3.9%. The cause of death was peritonitis in six 
patients, pulmonary embolism in five, myocardial failure 
in four, and cerebral thrombosis, obstruction and pneu- 
monia, uremia, diabetic coma, hemolytic transfusion 
reaction, and anesthesia (confirmed by autopsy) in one 
each. As a rule, all patients are out of bed the day after 
operation. The average period of hospitalization in a 
consecutive group of 120 patients was 13.4 days.’ No 
recent estimate has been made, but it may be said that 
this period has been slightly shortened. In general, pa- 
tients are able to return to work from three to eight 
weeks after operation. 


Extended Resection.—The conservatism reflected in 
adherence to a particular technique or procedure has no 
place in the removal of a cancerous colon. The widest 
degree of radicality should be permissible, whatever the 
structure may be. Rowe and I,° in 1948, reported a 
group of 317 cases in which the pull-through procedure 
was done for cancer. In 183 of the 317 the operation 
was performed under unfavorable circumstances, and 
in many it became an extended resection. This series in- 
cluded some patients over 70 years of age and some with 
pregnancy complicated by malignancy,° as well as cases 
of resection of the small intestine and ascending and 
transverse colon, hysterectomy, salpingo-oophorectomy, 
ureterectomy, vaginectomy, partial cystectomy, prostat- 
ectomy, excision of abdominal parietes, and resection for 
concomitant diverticulitis, polyposis, inflammatory rectal 
stricture, and segmental colitis. Up to the present, nu- 
merous extended resections have been added, including 
partial hepatectomy and lymphadenectomy from the 
aortic origin of the inferior mesenteric artery to the 
depths of the pelvis, with very little effect on the mor- 
tality (3.9% in 604 pull-through resections) and without 
appreciable increase in morbidity. 


Complications of Operation 

Obstruction.—The most serious complication of the 
pull-through operation is incarceration of a loop of small 
intestine in the presacral space. Fortunately, this com- 
plication rarely occurs. In this series of 604 operations 
there were six cases of this complication, with one death. 
Of the five nonfatal cases, four required surgical inter- 
vention, with resection in two. The general incidence of 
intestinal obstruction with the pull-through method has 
been not unlike that with the Miles procedure (table 5). 

Infection.—Prior to 1949 it was our custom to divide 
the sphincter muscle, and infection in the presacral 
wound was by no means uncommon.'® Since that time 
we have found such division unnecessary. With pre- 
sacral drainage through the abdominal incision as recom- 
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mended by Babcock "' rather than through the perineum, 
in conjunction with instillations of antibiotics, the inci- 
dence of infection has been extremely low (approxi- 
mately 5% ). 

Retraction of the stump is a normal sequence, and it 
is for this reason that the protruding colon is divided 
7 cm. below the anal margin, permitting it to shrink and 
retract to the desired level. By the seventh or eighth 
postoperative day retraction has occurred and the edema 
has subsided sufficiently to permit reconstruction of the 
anoderm to the mucosa of the intestine. Sloughing of 
the colic stump is due to lack of viability and infection, 
and, while undesirable, since its sequelae can be ex- 
tremely distressing, it is not a serious complication. 
Where sloughing develops, it is usually at the sphincter 
level or immediately above but very seldom to a high 
level. In our experience with 660 operations, 56 of 
which have been for conditions other than cancer, I 
recall only six instances of a high slough, and in each of 
these cases it became walled-off, well below the level of 
the peritoneal reflection. At no time have we found it 
necessary to establish a colostomy in the immediate post- 
operative period, though panic may induce the less ex- 
perienced to create a surgical vent at once. Nevertheless, 
the effects of a sloughing colic stump are not to be mini- 
mized. With the ensuing infection, contraction of the 
scar tissue may occur to a point where the resultant ste- 
nosis causes bleeding and continual dribbling of the 
colic contents, resulting in great discomfort to the patient. 
(A close parallel would be where excess anoderm is 
removed in the performance of a hemorrhoidectomy. ) 


Sinus and Fistula.—lIn our series there have been two 
cases of presacral sinus, one patient was operated upon 
11 years ago, and two attempts at correction met with 
failure; the other case developed two years prior to the 
time of writing, and operation has been refused. Both 
patients are asymptomatic. A sigmoidovaginal fistula 
in a patient closed spontaneously after seven weeks. 


Prolapse.—Eversion of the colic mucosa is of infre- 
quent occurrence and, while of no serious import, it is 
often annoying in its association with bleeding, leakage 
of mucus, and fatigue of the anal sphincter, resulting in 
some degree of incontinence.** 

Vesical Dysfunction.—Accurate data have been com- 
piled by Dr. Lowrain McCrea, clinical professor of urol- 
ogy at Temple University School of Medicine, on 500 
of our patients (281 males and 219 females) who 
underwent the pull-through operation. In this group 
there was temporary atonia in 22.6% and infection with- 
out retention in 15.6%. None had incontinence. Pros- 
tatectomy was performed in 13 (4.6%); in 9 it was 
transurethral and in 4 suprapubic. 

Sexual Impotence and Other Complications.—As has 
been previously reported,'* McCrea and I cited an inci- 
dence of occurrence of sexual impotence of 8.3%, 
which is in contrast to the 95% estimated by Jones 
after the Miles operation. In our total series of 604 
pull-through operations, 333 were done on males. 
Eliminating those who died of operation, those un- 
traced, and those concerning whom adequate informa- 
tion is lacking, there remain 220 for evaluation. Of this 
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number, 27 (or 12.2% ) reported sexual dysfunction as a 
late sequela: 17 (7.7% ) cited complete impotence and 
10 (4.5% ) complained of alteration of the sexual act— 
erection without ejaculation. 

Other complications, as atelectasis, pneumonia, pul- 
monary infarction, thrombophlebitis, abdominal wound 
infection, and dehiscence, were of no greater frequency 
than in the classical abdominoperineal operation. 


Survival 

The method recommended by Newman of the British 
Ministry of Health, and by Dukes, has been employed 
to determine the salvage rate in terms of 5-year and 10- 
year survival. This rate is computed from the fraction 

alive at 5 years & 100 
resection deaths, less those untraced 
and died of other causes 

Five-Year Survival.—In 431 of the 604 cases resec- 
tion had been performed more than five years ago, or 
prior to March, 1950. In this group there were 21 
deaths from operation (mortality 4.8% ), 64 palliative 
resections (14.8%) all due to liver metastases, 5 pa- 
tients with sarcoma, and 19 patients who died from other 
causes than malignancy with no evidence of recurrence 
at their last examination or at the time of their death, 
all of whom are eliminated. There remain 322 patients, 
with both favorable and unfavorable results, operated 
upon for cure prior to March, 1950, While my facilities 
for obtaining follow-up data do not compare with those 
of centers where a department of biometry is available, 
it has nevertheless been possible to report on 409 pa- 
tients (94.1%). This has been done by periodic exam- 
ination, telephone calls, letters to patients, and informa- 
tion from families, referring physicians, morticians, state 
death files, and insurance records. 

Consistent with the Newman-Dukes method of com- 
putation, the total of 131 substracted from the 431 five- 
year resection cases leaves 300 cases. One hundred 
fifty-seven patients are known to have survived the five- 
year period. Thus, the salvage or survival rate is com- 
puted as: 

157 x 100 
431-131 
Thus, 15,700 ~ 300 = 52.3% five-year survival. 


- 


Pull-Through Versus Miles Operations.—For the pur- 
pose of comparison the records of the 311 patients for 
whom abdominoperineal excision with an abdominal 
colostomy was performed have been reviewed (table 6). 
In this group four techniques were employed; in the 
great majority (88.7% ) the Miles method was used. Of 
these 311 operations, 203 were performed five or more 
years ago; 84 are eliminated for the following reasons: 
operative deaths 8, palliative resection 22, died from 
other causes 10, sarcoma 3, untraced 10, squamous cell 
carcinoma of anus 29, and basal cell carcinoma 2. Sub- 
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tracting these 84 from the 203 resections done five years 
ago leaves a series of 119 patients, of whom 59 are 
known to be alive, a five-year survival rate of 49.5%. 


59 x 100 
203-84 


Thus, 5,900 + 119 = 49.5%. The survival rate of 49.5% 
for excision and colostomy compared with that for the 
pull-through resection without colostomy does not mean 
that one procedure is better or necessarily a more radical 
operation, since in the former group the cancer was lo- 
cated low in the rectum, which is recognized as carrying 
with it a poorer prognosis. Again, it may be mentioned 
that the degree of radicality depends more on the in- 
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Recurrence 


The incidence of recurrence in the five-year follow-up 
group of 431 cases is 41.3%. It was calculated ** by 
subtracting the 21 operative deaths (4.8% ) and 64 pal- 
liative resections (14.8% ) and dividing those remaining 
(346) into the number of cases in which resection was 
done for cure (143). The rate compares favorably with 
the recurrence rates reported by others (table 9). The 
majority of deaths took place in the second 12-month 
period, followed by a gradual decline thereafter. Of the 
207 patients who died, 39 (17%) died within the first 
year after operation, 72 (34%) within the second, 45 
(21%) within the third, 29 (15%) within the fourth, 


TABLE 6.—Five-Year Survival Rates of Patients Who Underwent Abdominoperineal Operation With and Without Colostomy 











Patients 
with 
No. Postoperative Palliative Deaths Squamous Total 5-Yr. 
Performed Deaths Resections Deaths Due to Patients and Survivals 
Total No. of More Than — A—_____, cr —_~-—-— — Due to Other Patients with Basal Cell -———-—~- ~, 
Resections 5 Yr. Ago No. % No. % Cancer Causes Untraced Sarcoma Cancer No. % 
of eS: nsec 203 8 3.9 22 11.3 82 10 10 3 31 59 49.5 
“Pull-Through” 604.... 431 21 4.8 64 14.8 207 19 22 5 0 157 52.3 
TABLE 7.—Results of Resection Given by Various Authors, March, 1955 
Deaths Patients 
from Mor- Surviving Types Died Patients Alive 
Resee- Resee- tality Opera- of Died of Patients After 5 Yr. 
tions, tions, Rate, tion, Resee- of Other Traced, -—— -“-———, 

Author Ze. No. No. % No. tions* Cancer Causes % No. % 
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I tek 5 bce e sw adpowme wena en 149 34 6 26 A 14 50 
PE NE IOs 04.50.00 06s c0ccesweneaen 1953 260 ease _— A ‘ aes 79 30.3 
io 6d ox 0-iienses csbsawces’ 1952 43 Dd 10 488 A 223 3 100 242 55.6 
Brindley and McKenney...................+. 1952 95 3.1 93 A 21 45 
ED cinlsinadyt.chewudecddes sp nasineuegeeetnete 1952 eat sate A ais 37.5 
| er ree nae 1951 11.3 69 A 31 44.9 
Ste cr CONdhs Crewsa tas c0ase y CeeKscinns 1953 ahs bated aes oa 7 we 131 53.6 
EN. Carin duis cadnn abdioidn Coblleadeaw es peneee 1951 211 13.2 183 A 20 94.6 156 DOS 
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Ottenheimer and Oughertson............... 1955 409 : dais A see oe ion nes 42.5 

Pull-Through Operations 
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4.8 410 APPS 207 19 94.1 157 52.3 





* A, abdominoperineal excision (Miles); G, perineoabdominal (Gabriel); APPS, abdominoperineal proctosigmoidectomy. 


+ No extraperitoneal cancers. 
t 165 total resections; 55 over 5 yr. 


dividual surgeon than upon the particular technique of 
an operation. The results achieved by various surgeons 
are shown in table 7. 


Ten-Y ear Survival.—A review of the records between 
September, 1940, and March, 1955, representing a 14- 
year 6-month period, shows that of 145 patients operated 
upon more than 10 years ago, 8 died postoperatively, a 
mortality of 5.5%. In the group of 145 there were 17 
patients with liver metastases for whom palliative resec- 
tion was performed, 12 who died of causes other than 
malignant diseases (75 deaths were due to cancer), and 
14 who were lost to follow-up. The total of 51 sub- 
tracted from the 145 leaves 94 who were followed. Of 
this number, 36 are known to be alive 10 years or more 


after resection. 
36 « 100 


145-51 
Thus, 3,600 ~ 94 = 38.2% 10-year survival. This rate is 
similar to reports of others (table 8). 


and 22 (13%) within the fifth. The incidence of recur- 
rence in the 10-year follow-up group of 145 cases is 
54.7%. There were 8 operative deaths (5.5% moital- 
ity) and 17 (12.4% ) palliative resections. Seventy-five 
patients died during the 10-year period after operation, 
and eight (10.7%) died from 5 to 10 years after opera- 
tion. Of the latter group of eight patients, three were 
found to have died in the 6th postoperative year, two in 
the 7th, two in the 8th, and one (from metastasis to the 
brain) in the 10th. 

In a number of instances the only information obtain- 
able revealed merely that the patient had died, pre- 
sumably of his disease, and the date of death, so that it 
was not possible to determine the site of recurrence. It 
is known, however, that in 79 the recurrence was local. 
While calculations are not absolutely accurate for the 
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reason given, with the 346 cases used as the divisor and 
79 as the dividend, the rate of local recurrence becomes 
22.8%. 


Reresection 

Prior to 1946 it was our custom to refer patients with 
local recurrence for radiation therapy, but the resu'ts 
were so discouraging that thereafter they were treated 
instead by celiotomy. Even then it was observed that, in 


TABLE 10.—Results of Reresection for Early Local Recurrence 


ee i sc ee ek en dices) Kae enRn soba eaue — 
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Resection 1948; reresection 1950; partial lobectomy for meta- 
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Resection March, 1948; reresection with total eystectomy; 
cutaneous ureterostomy Sept., 149; pyelotomy for stone 


Di. Mt cksinaddibidnencletekanssinchiedndwehetibhewtn eons 1 
Resection 1948; reresection 1951 (living and well 1955)........ 1 
Resection 1943; reresection 1945 (living and well 1955)........ 1 


those who complained of bleeding and obstructive symp- 
toms most frequently, a hopeless situation was disclosed 
on reexploration. This prompted us to initiate a rather 
rigid regimen for follow-up. After operation all cancer 
patients have been examined once a month for the first 
year, every three months for the second year and third 
year, and every six months thereafter through the fifth 
year, after which they have been examined at yearly in- 
tervals. This regimen affords greater opportunity for 
the detection of a suspicious lesion or early recurrence. 


Reresection has been instituted in 30 patients, and 18, 
or more than half, lived or are living for two years and 
13 for three years or more. Two later died in their fifth 
year and one in his sixth year, while four are alive and 
well in the seventh year. In one of these four, a partial 
lobectomy was performed by Dr. Roseman for a solitary 
nodule in the periphery of the lung that was disclosed 
on a routine chest survey. The tumor was reported to 
be metastatic adenocarcinoma (table 10). The results 
with reresection, even in the absence of liver metastasis 
and extensive pelvic implants, are far from ideal for 
rectal cancer, yet in our limited experience with early 
recurrent lesions it would appear to be a worthwhile 
procedure, not because the patients live longer but rather 
because they suffer less. 


Continence Where Sphincter Muscles 
Are Preserved 


Some question has been raised as to the competence 
of the preserved sphincter in the pull-through operation. 
It has been said that the sensation-bearing areas of the 
rectum are excised in this operation and that therefore 
the patient’s ability to distinguish flatus or liquid from the 
feces is impaired, thereby reducing the pull-through pro- 
cedure to a perineal colostomy. Continence implies vol- 
untary control over the physical process of defecation, 
whereas defecation means the physical expulsion of the 
stool. Despite contradictory and questionable experi- 
mental investigations, the urge to defecate is experienced 
following the pull-through operation, and, since conti- 
nence means the ability to control defecation by volun- 
tary means, the patient is continent. When the urge is 
experienced and the patient wishes to prevent defecation, 
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he is voluntarily able to contract his preserved sphincters 
and prevent the act until circumstances permit 

Sensory preceptive organs capable of transmitting the 
urge for defecation are not confined solely to the rectum; 
they are present as well in the preserved sphincters, and, 
when pressure is exerted by a distending transplanted 
colon, the urge is strong enough to reach conscious level 
and allow the patient to react before defecation ensues 
Further, the pressure of a distending colon is also trans- 
mitted by sensations similar to those occurring in patients 
with colostomies but more intense owing to impulses 
arising in associated pelvic structures and through pres- 
sure on the perineum itself. 

Patients who have had the pull-through operation re- 
quire no enemas nor irrigations for control. One of the 
most important steps in radicality is the excision of the 
levator ani muscles. Removal of this muscular diaphragm 
definitely affects defecation, and, if the patient is to ad- 
just quickly and successfully to the changes resulting 
from the operation, he must be warned in advance that 
the bowel movements will not be the same as prior to 
operation. The most significant change is difficulty in 
attaining complete emptying of the colon. Owing no 
doubt to the division of the puborectal sling and the 
pubococcygeus muscles, this mechanism is disrupted to 
some degree. The second difference is noted in those who 
have felt the urge to defecate but cannot seem to get it 
started. Where peristalsis is particularly active, a single 
complex of “rushes” may satisfactorily bring about 
emptying, while in others increased abdominal pressure 
often secures the desired function. Until these actions 
become routine, we encourage tap water irrigations. 

So far as the control and prevention of leakage of 
liquid stool is concerned, to our knowledge only three pa- 
tients in the entire series of those who have been fol- 
lowed 5 and 10 years wear a perineal pad, and one of 
these is not necessary (table 11). The voluntary or con- 
scious control mechanism, though intact and functioning, 
may not be sufficient to provide self-assurance. Exercises 
are taught in some detail so that the sphincter tone can 
be increased by having the patient voluntarily contract 
the sphincters slowly and completely for 10 minutes in 


TaBLeE 11.—Sphincter Function After Pull-Through Operation 


Patients with continence who employ irrigations to initiate 
defecation or aid in its completion every day, every second 
day, or twice or once weekly........... 61.1 


Patients with continence who report complete movements 
ree soe R.2 


Patients who cite leakage and wear a perineal pad night 
and day ... 


oo 
Patients on full and regular diets..... 
Fruit juice deleted............. 


each waking hour during the convalescent period. The 
physician must make certain that these muscles are being 
contracted and not the gluteal, perineal, or abdominal 
muscles. Of signal importance is the fact that the patient 
knows he can control an unexpected urge to defecate. 

It seems obvious that a pull-through operation suc- 
cessfully performed, with preservation of adequate sen- 





15. Bacon, H. E.: Anus, Rectum, Sigmoid Colon: Diagnosis and Treat- 
ment, ed. 3, Philadelphia, J. B. Lippincott Company, 1949, vol. 2, pp. 
750, 765. 
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sation and sphincter muscle, is not the end of the sur- 
geon’s responsibility to the patient. Any removal of 
functional parts entails the reeducation of the patient in 
the use of remaining or substitute parts. Thorough un- 
derstanding by the physician of the implications of an 
operation like the pull-through and acceptance by the 
physician of his responsibility to the patient beyond the 
postoperative period of convalescence does much to im- 
prove the functional status of these patients. 


Summary and Conclusions 

In a series of 1,506 patients with proved malignancy 
of the colon, rectum, and anal canal, resection was car- 
ried out in 1,224, with a mortality rate of 3.8%. When 
one considers that in the male the rectum is the most 
common site of cancer and in the female it is the second 
most frequent location, the results at best for 5-year 
and 10-year survivals are none too striking, particularly 
when the relative ease of diagnosis for lesions in this 
region is borne in mind. Surgery is the only known tool 
that can effect a cure of this dreaded disease. Aside from 
the all-important factor of diagnosis, especially early 
diagnosis, and the importance of removing premalignant 
lesions, the surgical approach must of necessity be di- 
rected toward extending the limits of resection rather 
than further restricting them. A limited or conservative 
operation has no place in dealing with cancer, and all 
efforts must be directed and planned toward the cure of 
a greater number of patients. 





J.A.M.A., Feb. 25, 1956 


The radicality of abdominoperineal proctosigmoidec- 
tomy, or the “pull-through” operation, has been chal- 
lenged, but detailed studies in a group of 604 pa- 
tients show that preservation of the sphincter muscles for 
cancer above the 7-cm. level permits radical removal of 
an extended portion of cancerous intestine, including 
the node-bearing areas from the aortic origin in the in- 
ferior mesenteric artery to the pelvis, and wide excision 
of the lateral ligaments and levators, as well as involved 
or adjacent structures. The mortality and the morbidity 
are low, and, while the complications are not unlike 
those with the classic Miles operation (abdominoperineal 
excision with permanent colostomy ), the procedure per- 
mits early discharge from the hospital, reduces the period 
of wound healing, and affords early return to work. The 
survival rate in terms of 5 and 10 years is consistent 
with the results obtained by the Miles procedure. The 
incidence of recurrence is similar. Patients are continent 
and do not employ perineal pads, but irrigations are en- 
couraged to initiate the movement or aid in its comple- 
tion. Sexual impotence in the male is materially lessened 
by comparison. Reresection for local recurrence, when it 
is diagnosed early, appears to offer an additional period 
of life with comfortable existence. With 15 years of ex- 
perience in rectal cancer, I believe abdominoperineal 
proctosigmoidectomy without colostomy and with pres- 
ervation of sphincter muscles is best for cancer of the 
midrectum, upper rectum, and rectosigmoid. 


255 S. 17th St. (3). 





SURGICAL EXPERIENCES FROM 1,222 OPERATIONS FOR 
UNDESCENDED TESTIS 


Robert E. Gross, M.D. 


Theodore C. Jewett Jr., M.D., Boston 


Cryptorchism is a common abnormality and in recent 
years has given rise to much discussion regarding proper 
modes of therapy, optimum age for undertaking treat- 
ment, and the results that can be expected from therapy. 
Having long possessed an interest in these problems and 
having had an extensive experience with the handling 
of these anomalies, it seems appropriate to summarize 
our observations, impressions, convictions, and recom- 
mendations for therapy. 


Anatomy 

The human testis is formed high on the posterior wall 
of the abdominal cavity from which position it descends 
during fetal life into the scrotal sac, where it is normally 
found at birth. This movement in a caudad direction is 
preceded by the gubernaculum testis, is accompanied by 
the processus vaginalis testis, which is an outpocketing of 
the peritoneum, and is quite likely under the influence of 
anterior-pituitary-like hormones of chorionic origin that 
are known to be circulating in high titers in the mother 
and therefore in the fetus. Improper descent occurs if 





From the Surgical Service of the Children’s Hospital and the Depart- 
ment of Surgery of Harvard Medical School. 

Read before the Section on Surgery, General and Abdominal, at the 
104th Annual Meeting of the American Medical Association, Atlantic 
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¢ True cryptorchism must be distinguished from 
high retracted testis, which is normal in some boys 
up to the age of puberty. In true cryptorchism the 
testis cannot be palpated or, if palpable, cannot 
be displaced into the scrotum. 

An undescended testis can produce enough an- 
drogenic hormone to fulfill its endocrine function, 
but it is liable to mechanical injury and is unable 
to produce spermatozoa. The psychological need 
for correction is an important consideration. The 
evidence that such correction reduces the danger 
of subsequent malignancy is unconvincing. 

Orchiopexy generally involves both the treatment 
of an indirect inquinal hernia and the repositioning 
of the testis. In this series of operations there has 
never been recurrence of the hernia. Operations of 
the Torek type for repositioning, whereby the testis 
is temporarily bound to the thigh, are likely to 
damage the blood supply and give very poor results. 
The operation here described involves freeing the 
ductus deferens down to the base of the bladder 
and the spermatic vessels well up to the inferior 
pole of the kidney so as to minimize all tension. It 
is done on one side at a time. The operation is best 
done between the ages of 9 and 11. In a group of 
patients studied 10 years or more after bilateral 
orchiopexy, 79% have been shown to be fertile. 


ae times fi 8 


Vol. 160, No. 8 


a gonad becomes directed into some abnormal channel. 
Rarely does one enter the superficial tissues of the thigh, 
occasionally does one proceed into the perineum, and 
rather frequently will a testis emerge from the inguinal 
canal and then be deflected upward so that it lies in front 
of the external oblique fascia. In any of these three posi- 
tions, it is best described as an ectopic testis. In the last 
of these sites, a testis that resides anterior to the ex- 
ternal oblique fascia may be indistinguishable before 
operation from one that is incompletely descended and 
that rests within the inguinal canal. Regardless of where 
they are found, all ectopic testes have sufficient length of 
spermatic cord; hence they can be rather easily trans- 
planted surgically into the scrotal sac. 


It is important to make a clear distinction between 
true cryptorchism and a high retracted testis. The latter 
finding should be regarded as completely normal in in- 
fants, young boys, and, indeed, in some youngsters up 
to the age of puberty. The testis and the cord are normal; 
the strong cremasteric muscle can pull the gonad up into 
the inguinal canal intermittently or for protracted pe- 
riods. Thus a testis can disappear completely from view. 
This reaction is particularly prone to occur when the 
child is frightened or made tense; it is commonly found 
during exposure to cold and when a physical examina- 
tion is being performed. The ipsilateral side of the scro- 
tum is collapsed, but it does not have the underdeveloped 
appearance that generally accompanies the condition of 
true nondescent of a testis. With the tips of his fingers, 
an examiner can push or nudge a retracted testis and 
make it move down along the canal into the upper part 
of the scrotum, at which time it can be grasped with 
fingers of the opposite hand and pulled well down into 
the scrotum. As the child grows older, the cremasteric 
muscle becomes less active and the testis drops spon- 
taneously into the scrotal sac where it permanently re- 
sides thereafter. Out of a large number of babies and 
children who have been referred for an opinion regard- 
ing testes that were high, we have found retracted testes 
to be three or four times more common than true non- 
descent. The former do not require treatment; most of 
the latter will need therapy at an appropriate age. 

In the so-called true nondescent of a testis, the ex- 
aminer generally is able to feel the organ at the external 
ring or somewhere along the inguinal canal. By manipu- 
lation the gonad can possibly be moved within a very 
limited range, but, since it is adherent to some nearby 
structures, it cannot be displaced into the scrotum. If 
a testis cannot be palpated anywhere, this fact makes it 
impossible to decide whether the testis is absent (about 
3% of cases), is atrophied (not more than a very small 
percentage), or is residing up in the retroperitoneal 
space. In many subjects a high testis can momentarily 
slip back through the internal ring into the abdomen and 
elude detection; at a subsequent visit it may come out 
again through the ring and then be felt. If on many oc- 
casions no testis is felt, one is dealing with absence or 
with a testis that is so high in the abdomen it will be very 
difficult surgically to bring it inte the scrotum. In our 
material, about 45% of patients had nondescent on the 
right, about 30% had it on the left, and 25% had bi- 
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lateral involvement. In about 90% of cases there was 
evidence, by history or by physical findings, of an asso- 
ciated indirect inguinal hernia. Indeed, this was often 
the primary reason for bringing the child to a doctor, 


Reasons for Therapy 

The rationale for proposing treatment for an unde- 
scended testis includes several considerations discussed 
below. 

Trauma.—In contrast to a testis that is normally riding 
in the scrotum, where shocks of blows or pressures can 
be cushioned, a testis that resides in the inguinal canal 
or rests against the pubic bone is much more subject to 
damage from trauma because of the unyielding nature of 
the structures against which it is driven. In civilian life 
injuries of this sort are not uncommon. In military roles, 
airmen or paratroopers must wear parachute straps 
around the groins and during jumps from planes have 
had great thrusts brought against inguinal structures and 
any testis contained therein. The disastrous consequences 
of this have led military authorities to require that men 
who will be wearing parachute gear must have unde- 
scended testes removed or brought down into the scro- 
tum; the soldier generally prefers the latter. Whether a 
male’s future is to be in civilian or military life, unde- 
scended testes should be transferred into the scrotum to 
minimize the dangers of trauma. 


Neoplasm.—There has been much discussion regard- 
ing the propensity of undescended testes to undergo ma- 
lignant degeneration. Quotations have been passed from 
one author to another stating that neoplasm is 20 to 50 
times more liable to appear in undescended testes than 
in those that have always resided in a normal way in the 
scrotum. It is justifiable to express considerable skepti- 
cism regarding all of these statistics, since numbers of 
neoplasms are not matched against numbers of unde- 
scended testes in the same series of cases. Instead, the 
total number of neoplasms (as gathered from the litera- 
ture) are matched against that number of undescended 
testes assumed to exist in the country. Such a method of 
computing percentages for the incidence of malignancy 
in these cases leaves much to be desired; indeed, the 
method seems to have very little validity. From such 
computations one might gain the impression that an un- 
descended testis is possibly more prone to malignancy 
than a normally descended one, but any stronger state- 
ment is hardly allowable. We agree with Carroll's ' con- 
viction that the subject matter does not lend itself to ac- 
ceptable statistical review. In answer to a questionnaire, 
he found it to be the consensus of opinion of 662 mem- 
bers of the American Urological Association that “. . 
the present statistics purporting to show an increased 
incidence of malignancy in undescended testicles could 
not be accepted as true.”” Seventy-six per cent of these 
urologists had never personally seen or treated a malig- 
nant intra-abdominal or malignant imperfectly de- 
scended testis. It was the general opinion of this group 
that malignancy in undescended testes was indeed very 
rare. 





1. Carroll, W. A.: Malignancy in Cryptorchidism, J. Urol. @1: 396- 
404, 1949. 
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Gilbert * reviewed the literature and found 63 tumors 
in maldescended testes that had been treated surgically; 
to this he added two personal cases. Others have been 
recorded since that time. There are many authors ** who 
feet that an undescended testis that is placed surgically 
into the scrotum does not have a diminution in likelihood 
of becoming malignant thereafter. Unfortunately, in 
some quarters there is the feeling that all undescended 
testes should be excised as a measure to prevent neo- 
plastic disease. We feel very strongly that in the light of 
present knowledge such a step is completely unwar- 
ranted. It is our belief that (1) an undescended testis 
might possibly have an increased chance of tumor for- 
mation (compared to a normal organ), (2) beyond the 
preadolescent years it should never be left in the in- 
guinal canal and particularly not in the abdomen, (3) it 
should never be excised hoping to prevent neoplastic 
disease, and (4) an attempt should always be made to 
bring it down into the scrotum. With the testis residing 
in the scrotum after operation, it is in a position where 
inspection and palpation can be expected to detect any 
new growth at an early stage, thus allowing appropriate 
therapy to be carried out promptly with a good promise 
of cure. 


Endocrine Function.—Adolescents, or men, who have 
nondescent of both testes (either in the canals or ab- 
domen) do not have any failure in development of sec- 
ondary sex characteristics (growth of penis, appearance 
of pubic hair, deepening of voice, and growth of beard). 
Therefore, it is evident that a testis, regardless of posi- 
tion, can produce androgenic hormones from its inter- 
stitial cells and can liberate enough hormones to bring 
about the full clinical picture of maturation of the indi- 
vidual. Making quantitative endocrine studies, Engberg * 
observed that men with bilateral cryptorchism, treated 
or not, excreted only one-half the normal amounts of 
androgen. Furthermore, the majority had increased 
amounts of urinary gonadotropins, which indirectly in- 
dicated decreased androgenic activity. It appeared that 
orchiopexy did not increase the hormonal activity of a 
testis (Engberg did not state what type of orchiopexy 
had been done). It is our feeling that transference of a 
testis to the scrotum does not increase its endocrine func- 
tion. 


Fertility —There is universal recognition and accept- 
ance of the classic observations relating the position of 
a testis to its spermatogenic potentiality. A testis that re- 
sides in the canal, and particularly one that is in the ab- 
domen, has a diminished formation of sperm. Con- 
versely, the cooler environment of the scrotum favors de- 
velopment and maturation of spermatozoa, provided the 
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testis has been placed in this favorable position before 
it has undergone many regressive changes. If left in an 
undescended position till puberty is well advanced, little 
will be gained from the fertility standpoint by orchio- 
pexy; if left in an undescended position till adult life, 
virtually nothing will be gained in this direction by 
operation. It has long been felt that one of the prime rea- 
sons for placing undescended testes into the scrotum 
was to insure, as well as possible, the fertility of indi- 
viduals—a consideration that is of outstanding impor- 
tance for those who have bilateral involvement. Not 
more than a small percentage of patients reaching adult 
life with untreated bilateral cryptorchism have been 
shown to be fertile. 


Some writers have indicated that results after surgical 
treatment of undescended testes have been far short 
of what had been hoped for. Hansen * studied patients 
who had been operated upon more than 10 years pre- 
viously for bilateral cryptorchism. Among 25 men avail- 
able for investigation, he found 2 in whom fertility was 
regarded as normal, 9 with findings of more or less 
marked impairment, and 14 with complete aspermia. 
Fertility studies were also made on an additional 36 pa- 
tients who had received treatment by orchiopexy for 
unilateral cryptorchism; these were compared with 35 
cases of untreated unilateral cryptorchism. There was 
little difference in these last two groups as regards fer- 
tility; thus, Hansen concluded that no increased pro- 
duction of spermatozoa occurred from testes brought 
into the scrotum by surgery. He made no note of the 
ages at which operations had been performed, and he 
did not indicate what surgical procedures had been em- 
ployed (presumably they were of the Torek type). Rea ° 
studied eight patients who had been operated upon more 
than 10 years before for bilateral cryptorchism by the 
Wangensteen ™ modification of the Keetley-Torek opera- 
tion. These men ranged in age from 20 to 35 years. All 
of them had been married for periods of from six months 
to five years; in no instance had the wife become preg- 
nant. All patients stated that they were potent. The 
testes in each instance were in the scrotum, but none was 
normal in size; they were estimated to be one-third to 
one-half of normal dimensions. Four of the patients sub- 
mitted to testicular biopsy. The testes all had atrophic 
germinal epithelium, and no spermatozoa were seen in 
any of the sections. Charny and others * have so dismal 
a view about the possibilities of increasing fertility by 
orchiopexy that they have become loath to employ sur- 
gical treatment. The exceedingly poor outlook from 
the fertility standpoint recorded by these various authors 
has tended to throw the operation of orchiopexy into dis- 
repute. Criticism should not be directed against the idea 
of surgery but against the method used. We believe 
firmly that the Torek operation, in spite of its widespread 
use throughout the country, is harmful and should be 
abandoned. Because of the unyielding nature of an- 
chorage of a testis to the thigh, the blood supply of a 
testis is frequently impaired; it is not surprising that sub- 
sequent fertility studies are so disappointing. 

It has long been the policy in our clinic to avoid the 
Torek operation and instead to employ methods without 
fixing a testis to the thigh. The principles of such tech- 
nique are listed herewith in a following section. In 1935, 
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MacCollum * of our staff made sperm counts on ejacu- 
lates of 22 men who had been operated upon more than 
10 years before for bilateral cryptorchism; there was 
definite fertility in 15 and potential fertility in 3 others 
who had reduced counts but still more than 25 million 
actively motile spermatozoa per cubic centimeter of 
fluid. The percentage of fertility was therefore placed at 
82. Recently, we have extended these observations by 
studying an additional group of patients. Sixteen men 
were available who had been operated upon for bilateral 
cryptorchism. At the times of their operations, two were 
7 years of age and the remaining ones varied from 8 to 
12 years of age. The lapse of time between operation 
and our fertility studies was from 7 to 10 years in six 
patients, 11 to 20 years in four, and 20 to 33 years in 
six. The men who were married and had children we 
regarded as fertile (seven); of the remaining nine men, 
careful sperm studies were made. Counts of active 


TaBLeE 1.—Fertility in Sixteen Adult Males Who Underwent 
Orchiopexy for Bilateral Cryptorchism 


Gross 
Age at Appearance of 
Case Operation, Testes at 
No, Te. Operation Follow-Up Result 
12 Both normal Total sperm count = 256 million 
2 10 Both normal 3 children 
3 7 Both normal 2 children 
4 10 Both normal Total sperm count = 103 million 
5 8 Both normal Total sperm count = 86,400,000 
6 7 (right) Both normal 3 children 
12 (left) 
7 10 Both normal One miscarriage; wife preg- 
nant now 
8 8 Right slightly 8 children 
atrophic 
Left normal 
9 11 Both normal 2 children 
10 11 (right) Both normal Total sperm count = 297 million 
12 (left) 
ll 7 Both normal 1 child 
rR IS eee cccccccscee Total sperm count = 168 million 
13 11 Vas torn from 2 sperm counts = 0 
right testis 
Left normal 
14 10 Right small Sperm count = 0 
Left normal 
15 12 Both smal! Sperm count = 0 
16 ll Right small 2 sperm counts = 0 


Left normal 


spermatozoa were indexed “ as follows: high fertility, 
above 185 million; relative fertility, 80-185 million; sub- 
fertility, below 80 million; and sterility, 0. The nine total 
sperm counts were: 256, 103, 86, 297, and 168 million, 
and no count (0) in four. To the 7 men who have had 
children can be added the 5 others who had acceptably 
high sperm counts, giving a total of 12 fertile individuals 
from the 16 studied—a fertility rate of 75%. Some data 
from these 16 cases are listed in table 1. Of the four pa- 
tients who are known to be sterile, reference to the orig- 
inal operative notes revealed the following facts: 1. In 
one, the left testis could not be brought down well into 
the scrotum, and the right vas was torn at operation. 
2. In the other three cases, five of the six testes were com- 
mented upon as being atrophic in appearance when ex- 
posed in the surgical field. Combining our recent obser- 
vations with those formerly made here by MacCollum, 
out of 38 men studied, 30 were fertile, an over-all fertility 
rate of 79%. These observations force us to conclude 
that orchiopexy is valuable for providing fertility, if 
operation is done by the principles we have used. 
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Cosmetic and Psychological Considerations.—Seldom 
does a boy express regret if a testis is not present in his 
scrotum; an adult is apt to dwell on such a lack. While 
it is true that men have been deprived of gonads because 
of torsion, cancer, or trauma and have accepted this 
state with good adjustment, others develop a feeling of 
deficiency if deprived of a testis that might have been 
spared. Hence, to avoid any feelings of inadequacy, it 
is best to place a testis down in the scrotum whenever it 
is possible to do so. Indeed, this is probably the strong- 
est indication for treatment of undescended testes (ex- 
cept in cases of bilateral involvement where fertility is 
the prime consideration). 


Optimum Age for Therapy 

A testis that is undescended in infancy or early child- 
hood does not necessarily stay in the position initially ob- 
served. In most humans, the processes of descent are 
completed before birth, but they can be delayed and can 
continue during childhood years. This fact is the main 
basis for adopting a policy of watchful waiting during in- 
fancy and early childhood. Often we have seen a 
boy in the first year or two of life and expressed the opin- 
ion that surgical correction of cryptorchism would almost 
certainly be necessary only to find several years later 
that the testis had come down of its own accord. How- 
ever, if a testis has not descended spontaneously by the 
age of 9 or 10 years, there is rather slim likelihood that 
it will do so thereafter. Little is gained by performing 
orchiopexy in adult life. By this time a testis has almost 
entirely lost its spermatogenic capacity, even if it is then 
placed in the cooler scrotum. Possibly psychological dis- 
turbances can be improved by providing some sort of a 
palpable lump in the scrotum. While the danger of neo- 
plastic change is probably not diminished, the gonad can 
be put into a position where any new growth in it can be 
quickly and easily detected. The same general remarks 
are applicable for operations carried out in the pubertal 
years from 12 to 16, though there is here a bare pos- 
sibility of preserving some fraction of the spermatogenic 
potential. Patients who present themselves for therapy 
of an undescended testis during puberty or adult life 
should be regarded as neglected cases; these problems 
should have received attention in childhood. 


For the past three decades most surgeons dealing with 
these cases have maintained that therapy is best carried 
out between the 9th and 12th years of life, but since 
1950 considerable difference of opinion has been arising 
regarding the optimum time in childhood for the institu- 
tion of therapeutic measures. Smith * quotes the ana- 
tomic studies of Cooper, who found histological abnor- 
malities in children with undescended testes, appar- 
ently progressive from the age of 2 onward. On this basis, 
Smith advocates treatment for cryptorchism around the 
age of 2 years. He gives no statistics regarding the num- 
ber of cases he has treated in this manner, and nothing is 
said about the follow-up observations on such patients. 
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We therefore feel that his recommendation for early sur- 
gery is unwarranted, since there is nothing in his article 
that indicates that early surgery produces better results. 
Koop ® feels that the trend toward earlier surgery for 
hernia-in infancy can be extended to surgery for those 
cases complicated by an undescended testis. He has per- 
formed orchiopexy in 1-year-old and 2-year-old children 
and has been very satisfied with the results obtained. 
Snyder and Chaffin '° believe that in hernia if a testis can 
be felt but cannot be manipulated into the scrotum, early 
surgery before the age of 5 years seems reasonable. For 
patients in whom there is no hernia and in whom no 
testis can be palpated, it has been their practice to defer 
surgery until the age of 10 or 12 years. 

Everyone agrees that a testis that is left in an unde- 
scended position beyond puberty shows unmistakable 
histological evidence of lack of maturation of its sperma- 
togenic structures. Comparisons of histological pictures 
from normal and undescended testes in similar age groups 
in childhood have guided thinking regarding the optimum 
time for surgical therapy. Among others, Charny and 
others,°. Sohval,‘' and particularly Robinson and 
Engle '* have published data regarding the normal se- 
quences in development of testes through childhood and 
have made comparisons with biopsy materials from un- 
descended testes at the various age levels. Except for 
the occasional testis that is obviously grossly deformed 
or atrophic, it can be said in general that up until the 
age of 5 years there are only minor differences in the un- 
descended organ as compared to a normally descended 
organ. From 5 years of age onward to puberty there is 
a definite lag of enlargement of tubules of the unde- 
scended testicular group, when compared to the prom- 
inent increase in diameter in the normal group. In view 
of these general findings, Robinson and Engle ** suggest 
that all children with undescended testes, not due to 
endocrine disturbances, should be treated before the 
age of 5 years. Deming ** prefers to operate somewhere 
between the Sth and 7th years but has no objection to 
earlier transference of the testis. None of these authors 
gives follow-up studies to indicate that operations in the 
earlier years are followed by any better results than those 
that have been obtained in patients operated upon during 
prepubertal years. 

From the various histological examinations that are 
summarized above briefly, it would seem that there is a 
rational basis for picking the correct time for surgery, 
but other factors must be taken into account, the most 
important of which concerns the technical problem of 
performing a suitable orchiopexy in children of different 
sizes. It is possible to bring down a testis even in the 
early months of life, but the filminess of tissues makes the 
dissection much more exacting and difficult. There can 





9. Koop, C. E.: Symposium on Pediatrics: Undescended Testicle: 
Differential Diagnosis and Management, M. Clin. North America 36: 
1779-1785, 1952. 

10. Snyder, W. H., Jr., and Chaffin, L.: Surgical Management of Un- 
descended Testes: Report of 363 Cases, J. A. M. A. 157: 129-132 (Jan. 
8) 1955. 

11. Sohval, A. R.: Histopathology of Cryptorchidism: Study Based 
upon Comparative Histology of Retained and Scrotal Testes from Birth 
to Maturity, Am. J. Med. 16: 346-362, 1954. 

12. Robinson, J. N., and Engle, E. T.: Some Observations on the 
Cryptorchid Testis, J. Urol. 71: 726-734, 1954. 

13. Deming, C. L.: The Evaluation of Hormonal Therapy in Crypt- 
orchidism, J. Urol. 68: 354-357, 1952. 





J.A.M.A., Feb, 25, 1956 


be no doubt that the larger the individual, the easier will 
be the surgeon’s job and the less will be the risk of dam- 
aging the testicular blood supply. These factors strongly 
influence us to continue the policy that has been used in 
our hospital for the last three decades—that is, of de- 
ferring surgery whenever possible till the prepubertal 
years. We are strengthened in this view by the fact that 
we have found higher postoperative fertility rates than 
anyone else has ever recorded after operations per- 
formed at earlier ages. Our practice can be stated as 
follows: If an accompanying hernia is troublesome, op- 
eration is done at any time in infancy or childhood for 
repair of the hernia and simultaneous orchiopexy, even 
though the young age of the child might not be giving 
us the optimum size of individual with which to accom- 
plish the orchiopexy. In the vast majority of cases, ac- 
companying hernias cause relatively little concern; there- 
fore, the combined operative repairs can be deferred 
until the ages of 9 to 11 years. 


Hormone Therapy 


With the use of hormone injections for treatment of 
high testes, various authors have claimed results, which 
vary Over wide ranges. Some have indicated that the 
testes in 90% of patients with cryptorchism can thus 
be made to migrate to the scrotum, while others state 
that no beneficial effects come from such therapy. The 
literature contains many reports of percentages between 
these two extremes. There is no doubt that the giving 
of gonadotropic hormones to a group of youngsters 
whose testes are high will, in a certain number, make 
these testes come down into the scrotum. The inclusion 
of cases of migratory (retracted) testes has tended to 
exaggerate the percentage of successful results obtained 
in many series. It is quite possible that most of the suc- 
cessful results have been in boys who had retracted testes 
or in those whose testes would have come down spon- 
taneously in subsequent years when they began to pro- 
duce their own gonadotropic hormones in sufficient 
quantity. 

The hormone treatment of undescended testes has 
several disadvantages: 1. The injections must be repeated 
many times and are disturbing to a child; the cumulative 
discomfort is far worse than that experienced in the few 
days after a properly performed surgical orchiopexy. 2. 
While the cost of these drugs has diminished, it is still 
considerable. This usually approximates that of surgical 
therapy and in many instances exceeds it. The problem 
of expense is doubly important to those who, after a long 
course of injections without results, must submit to a 
surgical procedure. 3. Treatment accomplishes little or 
nothing of permanent value. It precipitates descent of 
only those testes that would spontaneously descend if left 
alone for a few more years. 4. Excessive stimulation of 
a testis by gonadotropic hormones is not without danger; 
atrophy has at times followed the cessation of injections. 

If gonadotropins are to be tried, some predetermined 
limit should be set, beyond which they will not be used. 
If a desired result is not attained in a short time, no fa- 
vorable outcome will come from greater concentrations 
or longer courses. Accepted doses of chorionic gonado- 
tropin (Antuitrin-S) have been from 500 to 1,000 I. U. 
three times a week for five or six weeks. Robinson and 
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Engle '* recently have been trying from 4,000 to 5,000 
I. U. of chorionic gonadotropin daily for three days, and 
if there is no change in the position of the testis within a 
week they advise surgery. Deming ** apparently uses 
hormone therapy rather routinely as an adjunct to sur- 
gery, believing that chorionic gonadotropin (Follutein) 
is of benefit in some cases because it elongates the cord 
structures (vas and vessels) and therefore facilitates op- 
erative placement of the testis into the scrotum. It is 
rather difficult to understand how “. . . observations 
showed that these vessels were lengthened . . .” since 
no observations could have been made on the length of 
these prior to the time of hormone injections. It is 
doubtful if much lengthening of vessels occurs within 
the space of the several weeks during which the injec- 
tions are given. We are very skeptical about the help- 
fulness of hormones in facilitating the surgical ma- 
neuvers. 


Methods of Surgical Therapy 


In general, orchiopexy is a double operative proce- 
dure, combining treatment of an indirect inguinal hernia 
and repositioning of the testis. The former presents no 
special problem and is handled by conventional methods 
of repair. The technique of accomplishing the orchiopexy 
has a very important bearing on the end-result, since it is 
obviously related to testicular vitality and to its subse- 
quent spermatogenic function. The operation that is 
most commonly used today for treatment of undescended 
testis is that devised by Keetley in 1905 and later popu- 
larized by Torek.'* The testis is pulled down to the 
scrotal level, and then small incisions are made in the 
lateral aspect of the scrotum and in the skin of the thigh 
opposite this. The testis (or its tunica or gubernaculum) 
is then sutured to the fascia of the thigh. This anchorage 
is maintained for some months, after which the testis is 
detached from the thigh and allowed to reside in the 
scrotum. There is convincing evidence that the proce- 
dure is responsible for a large number of failures, which 
various surgeons have reported after orchiopexy. If a 
testis can be brought down into the scrotum rather easily, 
it does not need suture to the thigh to keep it at a low 
level. If a testis is difficult to bring down and the struc- 
tures of the cord are under considerable tension, an- 
chorage to the thigh gives an unyielding, rigid sort of pull 
that in many instances destroys the delicate blood supply 
coming down through the cord, thus leading to atrophy 
and infertility. In Torek’s original description, he rather 
clearly indicated that the testis and the structures of the 
cord should be widely and appropriately freed before 
attempting to anchor the testis. Unfortunately, many sur- 
geons have ignored this very important point and have 
not sought adequate liberation of the vas and spermatic 
vessels from behind the peritoneum; they have focused 
upon and relied on attachment of the testis under great 
tension to the thigh fascia. We cannot condemn the 
Torek operation too strongly. Without doubt, it is much 
better to employ an extensive dissection and mobilization 
of the testicular pedicle and thus allow the testis to come 
down into the scrotum without brute force being applied 
to it during the postoperative months. 

The technique that we have used for orchiopexy for 
several decades has been fully described and illustrated 
elsewhere.'® The principles of operation can be sum- 
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marized as follows: 1. A long, oblique, cutaneous inci- 
sion is made in the direction of and overlying the inguinal 
canal, running from the level at the base of the penis to 
a point well above the anterosuperior spine. 2. The in- 
guinal canal is laid open throughout its entire length, and 
this incision is extended by cutting through the fasciae 
and musculature upward and outward for a distance of 2 
or 3 cm. above the internal ring. 3. The gubernaculum ot 
the testis (if the latter is found along the canal) is cut 
away from any attachments posterior and caudad to it so 
that the testis, along with the hernial sac and structures 
of the cord, can be raised from the inguinal canal and 
held upward. 4. The entire back wall of the inguinal 
canal is taken down by dividing the transversalis fascia 
from the internal ring downward and inward to the spine 
of the pubis and then by doubly ligating and dividing 
the inferior epigastric vessels. 5. With the testis held 
downward, the hernial sac (processus vaginalis testis) is 
now transected just above the upper pole of the testis and 
the superior part of this sac is dissected upward away 
from the cord so that its neck can be closed off from the 
peritoneal cavity. 6. The testis is further freed by divid- 
ing all cremasteric muscle fibers and surrounding bands 
of fibrous tissue. 7. The peritoneum, which has been 
widely exposed from the pubic bone to well above the 
internal ring, is now displaced medially, forward and 
upward with suitable retractors, so that the retroperi- 
toneal space can be entered easily to free the vas down 
to the base of the bladder and the spermatic vessels well 
up to the inferior pole of the kidney. 8. The ipsilateral 
side of the scrotum is now forcibly and extensively 
stretched to greatly overdistend this portion of the sac, 
intentionally disrupting dartos and contracted structures 
of the scrotal wall. 9. The lower pole of the testis (not 
the gubernaculum) is threaded with a traction suture of 
00 silk, which is now led out through the lower pole of 
the scrotum, and the testis is pulled down to a scrotal 
position. 10. To give the shortest pathway for spermatic 
vessels to traverse, the internal ring is constructed just 
above the pubic bone, bringing the transversalis fascia 
down to ligamentum inguinale (Poupart’s ligament) lat- 
eral and superior to this newly made opening. The in- 
ternal oblique muscle and the external oblique fascia are 
likewise brought down to the ligamentous structures lat- 
eral and superior to the ring. The external ring therefore 
lies directly in front of the inner ring. (The subcu- 
taneous tissues and skin are now closed.) 11. Two or 3 
cm. below the scrotum, the protruding traction suture is 
now tied to a rubber band, 6 or 7 cm. long and from 2 to 
3 mm. thick. This elastic band is then stretched out to 
make a constant pull on the testis (the tension being 
200-300 gm.); the lower end of the band is strapped 
with adhesive tape to the thigh just above the knee. This 
gives a yielding type of pull. While there is always some 
tension on the testis, at no time does this reach a de- 
structive level regardless of position or movement of the 
thigh. 12. The traction silk (and the inguinal wound 
sutures) are removed on the sixth day. Hospital dis- 
charge is allowed on the sixth or seventh day. The im- 





14. Torek, F.: Orchiopexy for Undescended Testicle, Ann. Surg. 94: 
97-110, 1931. 

15. Gross, R. E.: The Surgery of Infancy and Childhood: Its Principles 
and Techniques, Philadelphia, W. B. Saunders Company, 1953, chap. 37, 








640 UNDESCENDED TESTIS—GROSS AND JEWETT 


portant points to emphasize in this technique are the 
wide exposure, which is so necessary for attainment of 
liberal mobilization of the vas and spermatic vessels, the 
forcible distention of the scrotum to overcome its previ- 
ously collapsed state, and the very mild and elastic trac- 
tion for some days after operation. The latter is not in- 
tended to give lengthening of the cord, which should 
have been accomplished at the operating table, but in- 
stead is designed to prevent the testis from slipping up- 
ward during the first days after operation and becoming 
adherent in an undesirable position. 

Various methods for confining a testis to the scrotum 
have been tried. Suture of the testis to the bottom of a 
scrotum is completely useless; if there is any force pull- 
ing the testis upward, the scrotum will merely rise along 
with the testis. Procedures attempting to keep a testis 
in the scrotum by constricting the neck of the scrotal sac 
are without merit; we found them to be ineffective. 


TaBLE 2.—Conditions Found in 988 Boys Who Were Operated 
upon for Testicular Abnormalities 


Undescended testis 
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Perineal testis 
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Snyder and Chaffin,’ in handling a testis that could 
not be brought down any further than the external ring, 
have anchored it at this level and then a year or two 
later have undertaken a secondary further lengthening. 
They treated seven patients by this two-stage procedure 
and had good results in all but one. We have employed 
this double operation in eight cases and have been very 
satisfied in all of them. 

There is general agreement among physicians that 
an inguinal testis should never be replaced into the ab- 
domen. We believe that only with great rarity should 
an atrophic, worthless-looking testis be removed. If it 
cannot be brought down below the canal and if the oppo- 
site testis is normal, a small gonad can be removed with 
impunity. If it can be transferred into the scrotum, which 
is generally possible, we prefer to leave it there for what- 
ever endocrine function it might later possess. 

In cases of bilateral nondescent, both sides should not 
be operated on at the same time; the operator would 
be apt to cut corners and fail to perform as good 
mobilization of the testes as would be otherwise possible. 
It is our policy to operate upon only one side at a time, 
thereby permitting performance of careful and extensive 
freeing of the cord structures in an unhurried manner. 
Where circumstances require, we have operated upon the 
second side a few days or weeks later, but customarily 
we perform the second orchiopexy a year afterward. 
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Results of Operations 


Through a period of many years extending up to June 
1, 1955, 1222 operations have been performed for un- 
descended testes in the Children’s Hospital of Boston. 
Portions of this series have been reported at various 
times by members of the staff. Some data regarding the 
entire group are listed in table 2. In the series there were 
33 subjects in whom no testis could be found (about 3% 
of the entire series). Also included in our material were 
13 babies or older boys with perineal testes who were 
operated upon for placement of gonads in the scrotum. 
In any large series of patients who are treated for unde- 
scended testes, a certain number of disappointments are 
bound to occur: 1. Sometimes a testis is found that is 
small and underdeveloped, and it always remains so 
thereafter. 2. In a few patients a testis that appears nor- 
mal at operation is brought down into the scrotum but 
subsequently atrophies because its blood supply has 
been damaged by the surgical manipulation. 3. Rarely, 
there is postoperative hematoma in the scrotum, which 
gives compression. 4. In a few cases the structures of the 
cord are so short that the testis cannot be brought down 
into the scrotum in a single stage; however, the testis 
should be brought down as far as possible, generally hav- 
ing it rest at the external ring or in front of the pubes. 
(At a second operation, a year later, we have always been 
able to get the testis well down into the scrotum.) 5. In 
an occasional patient a testis does not stay permanently 
placed in the scrotum and will retract up to the upper 
part of the scrotum, or even a little higher. All of these 
various disappointing results have totaled about 6% 
in our series. We have not seen any recurrence of hernia 
after operation. 


As judged by postoperative observations on the size, 
consistency, contour, sensitivity, and position of a testis, 
we have found that about 90% of all patients operated 
upon can be given a good result. It is difficult and almost 
impossible to estimate what power the unilateral sur- 
gically treated testis possesses for producing sperma- 
tozoa and testicular hormones, because the contralateral 
normal organ simultaneously carries on these functions. 
However, cases of bilateral cryptorchism do lend them- 
selves very well to postoperative studies of their repro- 
ductive capacity. In 38 such patients, 10 years or more 
after surgery, we have found acceptable fertility in 79%. 
These studies show conclusively that not only can good 
cosmetic results be obtained by operation but that forma- 
tion of spermatozoa is likewise made satisfactory in the 
vast majority of cases. No patient in our series has yet 
been known to develop malignancy in a testis that has 
been placed in the scrotum; it is of course possible that 
neoplasm might be found in future years. In any event, 
the incidence of this complication must be extremely low. 
Postoperative failures in providing a normal-sized testis 
in the scrotum and proving adequate fertility can be at- 
tributed to dysgenesis of testicular substance and also to 
trauma, which might be introduced by the surgeon. Vari- 
ous authors feel that the former is a factor of considerable 
importance; nothing can be done about it by the physi- 
cian or surgeon. The second is a complication that can 
be reduced to a very small figure (5% or less) by the 
use of a correct procedure and a very careful technique 
in performing this. 
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Summary and Conclusions 


Contrary to the opinions expressed in many articles 
in the medical and surgical literature, we feel that 
orchiopexy is an operation of great merit that can be 
followed by exceedingly good results as judged postop- 
eratively by the physical characteristics of the testis, by 
the position where the testis rests, and by the fertility of 
the individual in subsequent adult life. In a group of 
patients who have been studied 10 years or more after 
bilateral orchiopexy, 79% have been shown to be fertile. 
Experience amply indicates that operations of the 
Torek type, wherein the testis is temporarily bound to 
the thigh, are very poor, because the fragile blood supply 
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of the testis is apt to be damaged by such anchorage 
Instead, the aim at operation should be focused upon a 
wide and extensive liberation of the vas and spermatic 
vessels of the cord, which thus allows a testis to be 
brought into the scrotum without tension in the vast ma- 
jority of cases. While a troublesome accompanying in- 
guinal hernia might require surgery for both the hernia 
and undescended testis in the early months or years of 
the patient’s life, we have generally found from our cases 
that it is possible to defer surgery until the optimum time, 
which we believe lies somewhere between 9 and I 1 years 
of age. 


300 Longwood Ave. (15) (Dr. Gross), 





FRACTURES OF THE EXTERNAL HUMERAL CONDYLE 


Henry Milch, M.D., New York 


Fractures of the external condyle may occur at all 
ages, but all authorities are agreed that it is preeminently 
a condition of the young. Most believe that it presents 
an essentially unique clinical picture, and the majority 
recommend early open reduction and skeletal fixation as 
the procedure of choice. This opinion is, however, not 
unanimous, and under special circumstances McLearie 
and Merson,’ P. D. Wilson,? Kini,» McDonnell and 
J. C. Wilson,* and most recently Blount * have advo- 
cated closed reduction and immobilization in flexion. 
This diversity of opinion is more apparent than real, and 
it appears not unlikely that entirely different types of 
fracture of the external condyle are under consideration. 


Types of Fractures 

In his excellent discussion of these fractures, Stimson ° 
noted specifically that “the cause is a fall upon the hand 
while the elbow is flexed, or upon the inner and posterior 
portion of the flexed elbow, or forcible adduction of the 
forearm; in the first, the force is transmitted through the 
radius to the capitellum in a backward or backward and 
upward direction, in the second through the olecranon 
upward and outward against the outer slope of the 
trochlea and in the third it acts by avulsion through the 
external lateral ligament and the muscles attached to the 
condyle. I have found it easy to produce the fracture 
by adduction of the extended forearm in the bodies of 
the young or by a blow upon the palm with the elbow 
flexed at right angle.” 

It appears from this that three different pathogenic 
mechanisms are operating: a transverse adducting 
force, acting upon the extended elbow, and two longi- 
tudinal abducting forces, acting upon the flexed elbow, 
and transmitted in one instance through the radial head 
and in the other through the ulna. The adduction frac- 
ture group must be differentiated from the second group 
both because of this type of injury’s infrequence and its 
appearance in roentgenograms. Unless there is simul- 
taneous damage to the ulnar collateral ligament with 
subsequent secondary displacement of the lateral con- 
dyle, it is difficult to conceive of an adducting force that 
could eventuate in the high degree of valgus that has 


¢ Severe deformity has sometimes resulted from 
fractures through the radial condyle of the humerus. 
Theré has been controversy as to treatment, espe- 
cially as to the need for open reduction. 

It is necessary to distinguish between two types. 
If the fracture line passes lateral to the troch!ear 
groove, the fracture is classified as type 1; in the 
absence of displacement, closed reduction may b= 
attempted. But if the fracture line lies in or medial 
to the trochlear groove, displacement of the ulna 
results. This fracture, classified as type 2, requires 
open reduction to correct the ulnar dislocation. 

Swelling and hemorrhage make it difficult to 
distinguish between the two types clinically, but 
roentgenographically the difference is unmistakable. 
The differential diagnosis is essential, because fail- 
ure in fractures of type 2 results in disability. 





been noted for certain of the fractures of the abduction 
group. On the contrary, the displacement of the frac- 
tured fragment in the adduction group is downward and 
medially, leading to a definite varus deformity (fig. 1). 

In regard to the second group, abduction fractures, it 
is interesting to note that, in the drawing that illustrates 
his discussion, Stimson clearly recognized two separate 
fracture lines, one passing laterad to the trochlea and 
the other passing through the trochlear surface. Never- 
theless, the importance of this observation was entirely 
overlooked, and the latter fracture was considered to be 
nothing more than a quantitative variant of the former. 
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The readily adduced reason for this apparent con- 
formity in the fractures of the external condyle was be- 
lieved to be the manner of development of the epiphysis 
of the lower end of the humerus. The tendency of cer- 
tain of these fractures to develop a high degree of valgus 
was casually attributed to “interference with epiphysial 
growth.” This explanation cannot be considered as ade- 





A 


Fig. 1.—Roentgenograms of 7-year-old child, showing adduction fracture 
of the external condyle. A, downward and medial displacement of frag- 
ment with cubitus varus. B, after operation. The fragment has been 
replaced and fixed in normal position. 





quate in view of the fact that in these cases the fractured 
fragment continued to show a relatively normal rate of 
growth but in its dislocated position (fig. 2A ). Moreover, 
when the occasion arose for correction of cubitus valgus, 
it was discovered that the type of angulational osteotomy 
usually employed to correct cubitus valgus due to pre- 
mature closure of the lateral portion of the epiphysial 
plate was completely unsuccessful in those showing the 
marked valgus. Closer study of these late cases re- 
vealed the cause of failure. These were not cases of 
simple fracture of the capitelum with dislocation; they 
were fractures of the external condyle with lateral dis- 
location of the forearm, so that the ulna articulated with 
the lateral surface of the fractured trochlea while the 
radius kept its normal relationship with the lesser sigmoid 
notch on the ulna. Closer attention to recent fractures of 
the elbow in children revealed that there were two 
different types of abduction fracture of the external 
condyle. Because of the extensive hemorrhage and swell- 
ing associated with these fractures, clinical differentiation 
was difficult, if at all possible. Roentgenographically, 
each of these types of fracture presented a clear and un- 
mistakable appearance. Their roentgenographic differ- 
entiation, however, depended upon accurate apprecia- 
tion of the anatomic details of the elbow joint. 
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Anatomy of Elbow Joint 

It must be recognized that preservation of the normal 
configuration of the joint surfaces is essential to the 
maintenance of normal mobility and stability. Disturb- 
ance of this configuration and recognition of the exact 
point at which the normal anatomy is deficient afford 
not only the means of differentiating between the two 
types of fractures but also a simpler and far more plausi- 
ble explanation of the pathogenesis than has been de- 
scribed heretofore. 

The elbow joint has been classed as a typical ginglymus 
joint. Needless to say, this is completely erroneous. On 
the contrary, the elbow joint is highly complicated and 
in many respects homologous with the knee joint. In- 
stead of being a rectilinear hinge type of joint, the con- 
tiguous articular surfaces of the humerus and the fore- 
arm present a series of small curved segments that com- 
plement each other in such a manner as to increase the 
congruence of the joint without impairing its mobility. 
These can be readily identified on the anatomic specimen 
(fig. 3). In an x-ray photograph of the adult elbow, 
both the condylotrochlear sulcus and the trochlear groove 
can be seen, but in that of a child the trochlear groove 
cannot be visualized. 

Excluding the trochoid superior radioulnar joint, the 
humeroradioulnar joint consists of two separate parts: 
(1) the ginglymotrochoid condyloradial joint, permit- 





Fig. 2.—A, roentgenogram of patient 22 years after abduction fracture of 
the external condyle, type 2. The condylar fragment has grown normally. 
The capitellum has rotated externally, and the lateral portion of the 
trochlea articulates with the head of the radius. The ulna has been dis- 
placed laterally and articulates with the lateral aspect of the fractured 
trochlea rather than with its normal articular surface, The arrow indicates 
the condylotrochlear sulcus. B, roentgenogram after operation, Esthetic 
correction was possible only after a combined angulation and transposition 
of the distal fragment, Simple wedging corrected the angular relationship 
but left an unsightly prominence of the medial condyle that could be 
overcome only by lateral displacement of the elbow joint. 


ing flexion, extension, and rotation; and (2) the gingly- 
motrochleoulnar joint, permitting flexion, extension, 
and a helical radial rotation toward the thumb side of 
the extremity. (This second is an interesting motion that 
is not easy to comprehend. It arises from the fact that 
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the trochlea is wider in front than behind, as is indicated 
by the oblique upward and outward direction of the ridge 
that delimits the outer margin of the trochlea. It is, in 
all likelihood, this radial motion of the ulna over the 
oblique axis of the inferior surface of the humerus that 
has been described as the rotation of the ulna. It is com- 
pletely homologous with the tibial screw-home motion 
of the tibia toward the big toe on flexion of the leg.) 
The outer or condylar portion of the inferior humeral 
articular surface presents the appearance of a hemi- 
sphere that has been compressed from before backward 
into a slightly ellipsoidal shape, so that its major axis is 
transverse. Above the condyle, anteriorly, is the radial 
fossa for the accommodation of the flexed head of the 
radius. Laterally, the condyle lies in contact with the 
radial collateral ligament, and medially it is bounded by 
the lateral ridge of the trochlea. Between the convexity 
of the condyle and the outer margin of the trochlea, 
there is a depression, the condylotrochlear sulcus, which 
accommodates the high medial margin of the radial head. 
The inner or trochlear portion of the humerus is sad- 
dle or half-hourglass shaped. It is convex from before 
backward, is directed obliquely downward, and, in turn, 
consists of two cartilage-covered portions. The outer 
part faces inward and downward, while the inner covered 
portion faces downward and outward. Between these two 
parts, there is a cartilage-covered depression to which the 
name of the trochlear groove has been given. Above the 
trochlea, there is, anteriorly, the coronoid fossa and, 
posteriorly, the olecranon fossa. Laterally the trochlea 
is bounded by the condylotrochlear sulcus; medially, its 
prominent edge contacts the ulnar collateral ligament. 


On the forearm side of the joint, the condyloradial 
joint is completed by the ellipsoidal head (capitellum 
radii) with its fovea for articulation with the convexity 
of the condyle. The head is markedly higher on its medial 
than on its lateral aspects. This results in the formation 
of a sort of ridge, which fits accurately into the condylo- 
trochlear sulcus. The upper part of the head ridge is 
beveled for articulation with the lateral wall of the 
trochlea, while its lower part is rounded for articulation 
with the lesser sigmoid notch of the ulna. 


The forearm component of the trochleoulnar joint, the 
greater sigmoid cavity, is somewhat L-shaped and is 
formed by the anterior surface of the vertical olecranon 
process and the upper surface of the horizontal coronoid 
process. At their point of junction, these two portions 
are separated by the transverse sulcus. Running between 
the tip of the olecranon process and the tip of the coro- 
noid process, there is a prominent cartilage-covered 
ridge, which divides the articular surfaces of both the ole- 
cranon and the coronoid into outer and inner halves. 
Both are concave from above downward and from within 
outward. The outer half of the coronoid articular sur- 
face faces upward and outward and the outer half of the 
olecranon articular surface faces forward and outward 
to articulate with the outer half of the trochlea. The inner 
half of the coronoid surface faces upward and inward, 
and the inner half of the olecranon surfaces faces forward 
and inward to articulate with the inner half of the 
trochlea. The olecranon-coronoid ridge fits snugly into 
(he trochlear groove. 
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It is thus seen that the inferior articular surface of the 
humerus is characterized by the presence of two depres- 
sions, the condylotrochlear sulcus and the trochlear 
groove, into which two projections formed by the ele- 
vated inner margin of the radial head and the olecranon- 
coronoid ridge are mortised. These ridges appear to be 
as important in maintaining the lateral stability of the 
elbow joint as are the olecranon and coronoid processes 
in the maintenance of its anteroposterior stability. Expe- 
rience has clearly established the fact that, if all but even 
a small projection of the olecranon process be removed, 
as in a comminuted fracture, anterior dislocation of the 
elbow will not occur. Similarly, it has been found that 
the placing of a small bone block in a congenitally under- 
developed coronoid process will prevent posterior dis- 
location of the elbow.’ In precisely the same manner, 
lateral or medial displacement of the ulna is prevented by 





Type 2 
fracture 
Type l 
fracture 
Condylo~ Trochlear 
trochlear groove 
sulcus 


Fig. 3.—Anatomic specimen showing the articular congruence resulting 
from the complementary arrangement of ridges and depressions on each 
side of the elbow joint. The projection of the medial border of the radial 
head into the condylotrochlear sulcus and that of the olecranon-coronoid 
ridge into the trochlear groove are to be seen. (After von Lanz, T., and 
Wachsmuth, W.: Praktische Anatomie: Ein Lehr- und Hilfsbuch der 
Anatomischen Grundlagen irztlichen Handelns, Berlin, Germany, Julius 
Springer, 1935, vol. 1, pt. 3, p. 146.) 


abutment of the olecranon-coronoid ridge against the 
sloping sides of the trochlea. Loss of this abutment can 
result in ulnar dislocation even in the absence of any 
demonstrable injury to the ulnar collateral ligament. 

While the two ridges already mentioned function in 
increasing the congruence and therefore the stability of 
the elbow joint, this is not achieved without some at- 
tendant risk. Locked as they are in their respective de- 
pressions, they act as perfect wedges in the event that 
force is directed axially along either the radius or the 
ulna. 





7. Milch, H.: Bilateral Recurrent Dislocation of the Ulna at the Elbow, 
J. Bone & Joint Surg. 18: 777, 1936; Unusual Fractures of the Capitulum 
Humeri and Capitulum Radii, ibid, 13: 882, 1931. 
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Fracture Lines 


In what may be called type 1 (uncomplicated abduc- 
tion fracture of the external condyle), the fracture may 
involve only the capitellum, or it may include a portion 
of the trochlear surface. While varying amounts of the 
trochlear surface, depending upon the size of the frag- 
ment, may be involved, the line of fracture will always 
lie laterad to the trochlear groove. As a consequence of 
preservation of all or a part of the lateral wall of the 
trochlea, a buttress is provided that, by abutment against 
the coronoid-olecranon ridge of the ulna, prevents lateral 
dislocation of the ulna. It is this type fracture in which, 
by axial transmission of the force along the radius, the 
inner projecting margin of the radial head acts as a 





Fig. 4.—A, roentgenogram showing type 1 abduction fracture of the 
external condyle. The line of fracture extends through the trochlear surface 
but laterad to the groove. The ulna articulates with the trochlea normally. 
Dislocation of the ulna is prevented by the bone block imposed by the 
lateral sloping wall of the trochlear remnant. B, roentgenogram showing 
type 2 abduction fracture of the external condyle. The line of fracture 
enters the joint medial to the trochlear groove. The ulna is displaced 
and angulated laterally so that there is no contact with the articular sur- 
face of the trochlea. 


wedge to detach the capitellum at or near the condylo- 
trochlear sulcus. The ulna retains its normal articulation 
with the trochlea surface and, while there may be axial 
deviation, there is no lateral translation of the forearm. 
This condition, seen in figure 4A, on operation was 
found to involve only a small lateral part of the trochlear 
ridge. 

In what may be called type 2 (abduction fracture of 
the external condyle with lateral dislocation of the fore- 
arm), the fracture line lies at or medial to the trochlear 
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groove. As a consequence of loss of the trochlear abut- 
ment, the ulna rotates outward, so that its coronoid 
surface comes to articulate with the lateral surface of the 
fractured trochlea rather than with its inferior normal 
articulating surface. In the presence of an intact ulnar 
collateral ligament, the continuing upward motion of the 
ulna acts to rotate the forearm around the small remain- 
ing portion of the trochlear surface, so that the ulna is 
displaced outward as well as upward (fig. 4B). It 


‘should be stressed that the determining characteristic of 


the type 2 fracture is the dislocation of the ulna. It is this 
transpositional element rather than the degree of axial 
angulation that differentiates it from the type 1 fracture. 
The significance of the early x-ray differentiation between 
type 1 and type 2 fractures lies in the therapeutic indi- 
cations that must be established. 


Therapy 


The problem of therapy is one about which consider- 
able difference of opinion has been expressed. This may 
be due to the failure to separate clearly the two fracture 
types. Generally speaking, open operation has been ad- 
vised and the suggestion of closed reduction has been 
looked upon as a surgical heresy. Nevertheless, it is 
a heresy that has been voiced by authorities of admitted 
probity. 

In 1931, McLearie and Merson‘ advocated closed 
reduction and reported nine cases. Eight patients, fol- 
lowed for periods of between three months and eight 
years, manifested satisfactory restoration of joint func- 
tion. Here, too, it is to be noted that the roentgenograms 
reproduced apparently describe cases of type 1 fracture. 
The authors’ statement, “The bad result of missed injury 
seems to be dependent upon the ulna being in poor posi- 
tion with the trochlea rather than upon bad positioning 
of the condylar epiphysis,” indicates that they were aware 
of the existence of an ulnar dislocation but, nevertheless, 
advocated closed reduction. 


In 1936, P. D. Wilson ? stated, “In cases with little or 
no displacement, simple splinting with the elbow in the 
position of acute flexion is sufficient. When displace- 
ment is present, operative reduction is almost invariably 
necessary and should be performed promptly.” 

Although Wilson illustrated the dire result of non- 
union of the displaced fragment in a typical type 2 frac- 
ture, it appears from his second figure and subsequent 
roentgenographic reproductions that the cases primarily 
reported were of type 1. The displacement that is made 
the criterion for closed or open reduction apparently 
refers to displacement of the fragment rather than to 
dislocation of the ulna. Experience has amply docu- 
mented the validity of Wilson’s surgical judgment. 

Despite this, Kini,* while accepting Wilson’s explana- 
tion for the displacement of the fracture, asserted that, 
when a fracture was produced beneath the origin of the 
extensor carpi radialis longus and the extensor carpi 
radialis brevis, the condylar fragment was tilted upward 
and outward without any marked displacement and that 
this occurred in supination only. On pronation the frag- 
ments came together easily. When the fracture occurred 
with avulsion of the fragment and both the extensors, 
the displacement was a little more exaggerated than be- 
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fore, but the fragment did not turn over until the an- 
terior and posterior parts of the capsule were also torn 
with it and the forearm was in marked adduction. 

With this concept in mind, Kini insisted on the pos- 
sibility of closed reduction even in cases of marked dis- 
placement of the fracture fragment. This was accom- 
plished under general anesthesia by manipulation of the 
fragment with the forearm in marked pronation. It is to 
be noted, however, that of the 13 cases reported there 
were “four cases of malunion, the most common compli- 
cation, and one of non-union.” Unfortunately, the x-ray 
photographs of these five cases are not reproduced, with 
the exception of that in case 4, in which it can be seen 
that the preoperative ulnar dislocation was not corrected 
even after manipulation. In the other cases it appears 
that the fractures belong in the category of type 1. 


In 1948, McDonnell and Wilson * reported on 33 lat- 
eral condylar fractures. “Twelve were treated by manipu- 
lation and immobilization with poor results in 50% .. . 
seventeen of these fractures by open reduction and nail- 
ing. Poor results occurred in three of these.” One of 
these showed an associated fracture of the capitellum 
radii that had been overlooked. “Four patients of the 
series with lateral condylar fractures received no treat- 
ment and non-union was present in all of them.””» McDon- 
nell and Wilson’s case reproductions all seem to have 
been of the “displaced variety,” and the conclusions are 
in concordance with Wilson’s earlier expressed opinion. 


In his latest discussion of this subject, Blount ob- 
served, “In some cases with only slight initial displace- 
ment, there may be sufficient continuity of the soft parts 
to hold the fragment in position. . .. When the fracture is 
seen within a few hours of the injury a perfect reduction 
may be obtained by manipulation, particularly if the 
fragment is large. If this is accomplished, the elbow 
should be put in acute flexion like a supracondylar frac- 
ture. Rarely will the position be maintained when the 
patient wakes up. The fragment is likely to be displaced 
by the pull of the extensor muscles of the forearm.” 


In the light of this opinion, it seems reasonable to 
consider in greater detail the matter of optimum position 
for retention of the type 1 fractures in which adequate 
reduction has been obtained. From the point of view 
of possible limitation of function, there can be no doubt 
that flexion would be the position of choice. On the other 
hand, examination of a specimen of the elbow reveals 
that in type 1 fractures the fracture line passes laterad to 
the wall of the olecranon fossa and that, in extension, 
the tip of the olecranon process is firmly fixed in the 
olecranon fossa. The consequence of this is that the 
abutment of the olecranon process against the wall of 
the olecranon fossa reestablishes the osseous stability 
that is normally afforded by impingement of the olecra- 
non ridge against the lateral wall of the trochlea. This ad- 
ditional method of fixing the relationship of the ulna to 
the humerus and holding the capitellum above the ra- 
dial head is completely lost when the elbow is immobi- 
lized in flexion (fig. 5). 

In the adult, this position imposes a definite danger 
of limitation of function. In the child, this danger is 
minimal and, while theoretically unsound, it may well be 
justified as a calculated risk for a short period of time, 
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in order to take advantage of the additional assurance 
against lateral displacement that the extended position 
affords. Unless anatomic reduction can be obtained and 
maintained, it would seem better practice to advise open 
operation than to incur the disability that later deformity 
may imply even in abduction fractures of type | 

While there may be some question as to the preference 
for closed or open treatment, depending upon the degree 
of displacement of the fragment in type | cases, there 
should be no difference of opinion as regards the treat 
ment in cases of type 2 fractures. It is the associated dis- 
location of the ulna that is the hallmark of these cases, 
and it is the dislocation of the ulna that establishes the 
urgent necessity for open operation to prevent marked 
cubitus valgus. 





Fig. 5.—Specimen showing that, with the elbow in flexion, the olecranon 
process is disengaged from the olecranon fossa and loses al! immobilizing 
value in the prevention of cubitus valgus. 


The cases of cubitus valgus that result from im- 
properly treated fractures of type 2 differ markedly from 
the milder type of cubitus valgus seen after type | frac- 
tures. In these latter cases, simple wedge resection or 
angulational osteotomy yields an excellent correction of 
the axial malalignment. In the cubitus valgus subsequent 
to type 2 fractures, angulational osteotomy does not cor- 
rect the apparent valgus, even though the axial alignment 
of the arm and forearm may be corrected or even over- 
corrected. It is only when the forearm and the lower 
end of the humerus are transposed laterally that the ua- 
sightly appearance can be overcome. 


Summary 
Abduction fractures of the external humeral condyle 
are common in childhood. Clinically and roentgeno- 
graphically, two separate and distinct types must be 
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recognized. The anatomic basis for the roentgeno- 
graphic differentiation of these types is as follows: In 
type 1, there is a simple fracture, with or without dis- 
placement, and the fracture line passes laterad to the 
trochlear groove; in type 2, there is always an asso- 
ciated lateral dislocation of the ulna and the fracture line 
passes through or medial to the trochlear groove. 


In acute fractures of type 1, closed reduction may be 
tried if there is no displacement; in acute type 2 cases, 
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open reduction is essential to correct the ulnar disloca- 
tion and maintain correction. Failure of accurate union in 
type 1 fractures may lead to a mild cubitus valgus that 
can later be corrected by a simple wedge resection or 
angulational osteotomy. Failure in type 2 fractures leads 
to a high degree of cubitus valgus that can be corrected 
only by a combined angulational and transpositional 
osteotomy. 


. 225 W. 86th St. (24). 





METABOLIC AND THERAPEUTIC EFFECTS 


OF TRIIODOTHYRONINE 


Thomas F. Frawley, M.D., John C. McClintock, M.D., Richard T. Beebe, M.D. 


George L. Marthy, M.D., Albany, N. Y. 


Until 1951 it was agreed generally that thyroxin was 
the circulating as well as the tissue-active form of thyroid 
hormone. Rall! reported in 1950 that thyroxin or a 
thyroxin-like substance was the major constituent of 
the biologically active fraction of human plasma iodine. 
In. 1951, Gross and Pitt-Rivers ° found an unidentified 
substance on a chromatogram of human plasma from 
euthyroid and hyperthyroid patients that was not present 
in hypothyroidism. This substance was identical with 
that found previously by Gross and Leblond * in the 
plasma of thyroidectomized animals after administra- 
tion of radiothyroxin. It was therefore thought to be 
derived from thyroxin. In 1952, Gross and Pitt-Rivers * 
synthesized a compound, 3,5,3’-L-triiodothyronine, 
which was found to behave identically with their own 
unidentified substance and with that described by Le- 
blond after radiothyroxin. Roche * demonstrated the 
presence of this compound in the thyroid gland. Studies 
of the physiological activity of this analogue of thyroxin 
in animals and in myxedematous individuals indicated 
that it possessed a potency three to five times that of 
L-thyroxin.** Asper °® and others * in the United States 
studied the effect of L-triiodothyronine in myxedematous 
subjects and were able to show its marked activity in 
terms of calorigenic response and metabolic activity. 





From the Subdepartment of Endocrinology and Metabolism, Albany 
Medical College, and the Endocrine Clinic, Albany Hospital. Dr. Frawley 
is now at the Clinical Center, National Institute of Arthritis and Metabolic 
Diseases, Bethesda, Md. 

Read before the Section on Internal Medicine at the 104th Annual 
Meeting of the American Medical Association, Atlantic City, June 10, 
1955. 

The 3,5,3’-pL-triiodothyronine hydrochloride (Trionine) used in these 
studies was supplied by Dr. Robert Floody of Hoffmann-LaRoche, Inc., 
Nutley, N. J.; the L-triiodothyronine was supplied by Dr. Martin Sampson 
of Smith, Kline & French Laboratories, Philadelphia; and the sodium 
L-thyroxin was provided by Travenol Laboratories, Inc., Morton Grove, IIl. 

Dr. John Lyons gave permission to study the patient in case 7, and 
Dr. William Nelson cooperated in some of the studies performed on the 
patient in case 8. 

1. Rall, J. E.: Iodine Compounds in the Blood and Urine of Man: 
Van Meter Prize Award Essay, J. Clin. Endocrinol. 10: 996-1006, 1950. 

2. Gross, J., and Pitt-Rivers, R.: Unidentified Iodine Compounds in 
Human Plasma in Addition to Thyroxine and Iodide, Lancet 2: 766-767, 
1951: The Identification of 3:5:3'-L-Triiodothyronine in Human Plasma, 
ibid. 1: 439-441, 1952. 

3. Gross, J., and Leblond, C. P.: Metabolites of Thyroxine, Proc. Soc. 
Exper. Biol. & Med. 76: 686-689, 1951. 

4. Gross, J., and Pitt-Rivers, R.: (a) Physiological Activity of 3:5:3’- 
L-Triiodothyronine, Lancet 1: 593-594, 1952; (b) 3:5:3’-Triiodothyronine: 
Physiological Activity, Biochem. J. 53: 652-657, 1953. 

5. Roche, J.; Lissitzky, S., and Michel, R.: Sur la presénce de tri- 
iodothyronine dans la thyroglobuline, Compt. rend. Acad. d. sc. 234: 
1228, 1952. 


¢ Fourteen patients who satisfied the diagnostic 
criteria for myxedema were observed over a two-year 
period during which it was possible to compare the 
effects of four types of medication: (1) DL-triiodo- 
thyronine hydrochloride, (2) L-triiodothyronine, (3) 
sodium L-thyroxin, and (4) desiccated thyroid. The 
four substances were all effective in raising the body 
temperature, accelerating the pulse, increasing the 
rate of oxygen consumption, decreasing the body 
weight, reducing the serum cholesterol and carote- 
noid levels, and generally improving the mental state 
of the patient. The only exception was a patient 
whose symptoms were not relieved by thyroid ex- 
tract, although she responded strikingly to the other 
three drugs. The four drugs, with this one exception, 
all had the same effects and differed only in dosage. 
Side-effects ascribed to the triiodothyronine included 
palpitation, angina, dyspnea, and headache. With- 
drawal symptoms generally appeared within 24 hours 
and gave added evidence of the effectiveness of 
the triiodothyronine. 





In 1953 a study with the pL-form of triiodothyronine 
was initiated. The material was administered orally, 
and the calorigenic and metabolic responses were de- 
termined. The preliminary results obtained in six pa- 
tients were summarized in 1954.* The present report 
gives more detailed information on these patients and on 
eight additional patients who have received DL-tri- 
iodothyronine. Two of the 14 patients received also the 
L-form of triiodothyronine. It has been observed that 
these forms of triiodothyronine possess greater metabolic 
activity than L-thyroxin or thyroid extract and that tri- 
iodothyronine possesses not only therapeutic usefulness 
but may be helpful in diagnosing thyroid dysfunction. 


Preparations 

A comparison of the structural formulas of triiodo- 
thyronine and thyroxin is shown in figure 1. The former 
is a triiodinated compound, compared to the tetra- 
iodinated thyroxin. The racemic form of triiodothyro- 
nine, DL-triiodothyronine, was prepared as the hydro- 
chloride salt and has a molecular weight of 687.48. In 
the chemical preparation of this substance, ascending pa- 
per chromatography was used to differentiate triiodo- 
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thyronine from thyroxin. No thyroxin was detectable in 
any of the preparations of triiodothyronine. Bioassay 
was used to check the potency of the chemically pure 
triiodothyronine, and it was shown by goiter-prevention 
assay and growth inhibition to be several times stronger 
than thyroxin by each method. The sodium L-thyroxin 
used in these studies had been prepared by oxidative 


I I 
THYROXINE 
(TerraiopotHyronine) 40 0 CHeCHNHeCOOH 
(3:5:3°5)) 
I a 
THYRO E : 
TRIKODOTHYRONIN 
(3:5:3) Ho 0 “<— ) CHeCHNHeCOOH 
I I 


Fig. 1.—-Structural formulas of thyroxin and triiodothyronine. Triiodo- 
thyronine is formed by enzymatic deiodination of thyroxin. Triiodothyro- 
nine, like thyroxin, has an L-isomer, D-isomer, and racemic form, 
pL-triiodothyronine. 


coupling of two molecules of 3,5,-diiodotyrosine. This 
preparation has been available commercially for some 
time. 
Material and Methods 

All patients were studied in the metabolic unit of the 
Albany Hospital prior to receiving any thyroid prepara- 
tions. The initial period of therapy was begun in the 
hospital and then continued on an outpatient basis with 
frequent return visits for repeat studies. Observations 
have been made over a two-year period. Only patients 
presenting classic clinical evidences of myxedema were 
chosen for the study. Borderline hypothyroidism or mild 
hypothyroidism was not included. The diagnosis of 
myxedema was substantiated by radioactive iodine 24- 
hour uptake and serum protein-bound iodine determina- 
tions. 


DL-Triiodothyronine Therapy in Adult and Juvenile Myxedema 


Thyroid 
Maintenance, 
Orally Daily Dose t 
Given - /——_——~ 
Maximum Sodium 
Daily .-Thy- Thyroid 
Type of Dose, roxin, Extract, 
Case Age Sex Myxedema Mcg.* Meg. Mg. 
1 60 F Primary 200 100 
2 58 F Struma lympho- 150 100 
matosa 
3 66 M Primary 400 150 
4 49 F Postoperative 200 500 
5 59 F Primary 200 100 
6 26 M Postoperative 200 250 — 
7 64 F Primary 100 oa 32 
8 45 M Primary 300 cae 160 
9 59 M Primary 100 oats 64 
10 54 F Postoperative 400 300 
il 42 F Primary 400 400 
12 15 F Juvenile 100 100 - 
13 10 F Juvenile 100 enw 80 


— 


* Average 240 meg. per day. 
+ Average—sodium .L-thyroxin 287.5 mg. per day, thyroid extract 
“) mg. per day. 


The Di-triiodothyronine hydrochloride was adminis- 
tered orally. Each tablet contained either 25, 50, or 
100 meg. of 3,5,3’-pL-triiodothyronine, depending on 
the dosage desired. Total daily doses were spaced evenly 
throughout a 24-hour period. L-Triiodothyronine (free 
amino-acid form) was administered orally on a similar 
schedule, with each tablet containing 25 mcg. Sodium 
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L-thyroxin and desiccated thyroid were given as a 
single daily dose. The metabolic effectiveness of the vari- 
ous compounds was determined by the basal metabolic 
rate; the serum cholesterol, serum carotenoid, and serum 
protein-bound iodine levels; and the 24-hour radioactive 
iodine uptake test. 
Adult Myxedema 

Eleven adults with myxedema received triiodothyro- 
nine. In seven the myxedema was of the primary type, 
in three of the postoperative type, and in one due to 
struma lymphomatosa (see table). The total daily dos 
age of DL-triiodothyronine ranged from 25 to 400 meg., 
of L-triiodothyronine from 100 to 200 mceg., and of so- 
dium L-thyroxin from 100 to 500 mcg. In the table the 
maximum daily dose of orally given DL-triiodothyronine 
for each patient is shown. This represents the largest 
dosage employed during the conversion from a hypo 
thyroid to a euthyroid state. In some instances it also 
represents the daily maintenance dose. The average 
daily dose of DL-triiodothyronine was 240 mcg., com- 
pared to an average of 237.5 mcg. of sodium L-thyroxin 
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Fig. 2.—Results of oral administration of pi-triiodothyronine and 
sodium L-thyroxin in patient with myxedema (table, case 3) Triiody 
thyronine was gradually increased to a dosage of 400 mcg. daily. Prompt 
changes were obtained in the body weight, serum cholesterol level, and 
serum carotenoids. Particularly noteworthy is the lack of change in the 
serum protein-bound iodine level until sodium t-thyroxin was given, 100 
mcg. (0.1 mg.) daily. 


and an average daily dose of thyroid extract of 86 mg. 
The significance of this latter figure may be questioned 
because of the few patients who received this material. 

All patients experienced a prompt clinical effect 
within 24 to 72 hours after the first dose of DL-triiodo- 
thyronine. Feelings of warmth, mental alertness, the ap- 
pearance of dysesthesias in the extremities, and increased 
energy were noted. Body temperatures gradually rose 
from subnormal levels after 48 to 72 hours, and the pulse 
rate increased. In only a few patients was there a rapid 
rise in pulse rate accompanied by palpitation. The in- 
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Comparison of the Metabolic Activities of 3, 5, 3’-L-Triiodothyronine and 
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7. (a) Rawson, R., and others: L-Triiodothyronine Versus L-Thyroxine 
A Comparison of Their Metabolic Effects in Human Myxedema, Am. 
J. M. Sc. 226: 405-411, 1953. (6) Starr, P.; Snipes, G., and Liebhold- 
Schueck, R.: Biologic Effects of Triiodothyronine in Human Subjects, 
J. Clin. Endocrinol. 15: 98-106, 1955. 
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Proceedings of American Goiter Association, Springfield, Ill.. Charles C 
Thomas, Publisher, 1954, pp. 328-338; DL-triiodothyronine Administered 
Orally in Adult and Juvenile Myxedema, Clin. Res. Proc. 3: 41-42, 1955. 
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crease in respiratory rate was not striking. All of these 
effects became more marked with each increase in the 
dosage of triiodothyronine. 

Body Weight.—A decrease in body weight occurred 
in all patients. This was apparent within a week after 
starting therapy and continued as therapy progressed 
(fig. 2). An increased urine excretion also characterized 
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Fig. 3.—Results of administration of DL-triiodothyronine and thyroid 
extract in patient with myxedema (table, case 8). Triiodothyronine pro- 
duced rapid changes in the basal metabolic rate, serum cholesterol level, 
and serum carotenoids. Note that the basal metabolic rate was immediately 
lowered with the institution of thyroid extract therapy. The serum 
cholesterol level did not decrease further, and both the cholesterol and 
carotenoids showed a subsequent rise. 


the response of each patient. This increase was present 
for approximately five days and then leveled off. A de- 
crease in tissue edema was particularly evident in the 
periorbital region and face of each patient. 


Basal Metabolism.—There was a prompt elevation in 
basal metabolic rate. In one patient (fig. 3) the basal 
metabolic rate increased from an initial rate 
of —29% to —23% in 24 hours and was gyp 
—17% after four days’ treatment with 100 *% +304 
mcg. of DL-triiodothyronine daily. An increase 
in dosage to 150 mcg. daily produced a further 
elevation to —14% after three days. With each 
increase in dose there was further elevation of 
the basal metabolic rate, until a dose of 300 
mcg. daily was reached, at which time the rate 
stabilized at about 0%. In another patient 
(table, case 10), 200 mcg. of DL-triiodothy- 
ronine increased the metabolic rate from —32% 
to —8% in 24 hours and to —12% after 48 





hours. After the initial marked response there 
was a reduction in the basal metabolic rate to 
—22%, as the dosage of DL-triiodothyronine 
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tients exhibited an increase in oxygen consumption 
within 48 to 72 hours after starting use of the drug, and 
many had an increase within the first 24 hours. Although 
the initial increase may appear rapidly and be of con- 
siderable magnitude, there is usually a temporary re- 
bound after the sudden increase and then a gradual per- 
sistent elevation occurs. 
In two patients the calorigenic response to orally given 

DL-triiodothyronine was compared to orally given L-tri- 

- lodothyronine and to sodium L-thyroxin (fig. 4). In one 
patient the basal metabolic rate averaged +20% with 
0.3 mg. of DL-triiodothyronine and +23% with 0.15 mg. 
of L-triiodothyronine. In this same patient the adminis- 
tration of 0.4 mg. of sodium L-thyroxin daily produced 
a temporary fall in basal metabolic rate due to the 
customary lag in response to thyroxin. After two weeks 
the basal metabolic rate was again elevated to +21%. 
It would appear, therefore, that in this patient 0.3 mg. 
of DL-triiodothyronine, 0.15 mg. of L-triiodothyronine, 
and 0.4 mg. of sodium L-thyroxin produced almost 
equivalent metabolic responses. In one other patient 
the dosage equivalents based on oxygen consumption 
were 0.4 mg. of DL-triiodothyronine, 0.2 mg. of L-tri- 
iodothyronine, and 0.3 mg. of sodium L-thyroxin. 

Serum Cholesterol.—All patients exhibited a signifi- 

cant reduction in serum cholesterol level after the insti- 
tution of triiodothyronine therapy (fig. 3 and 5). An 
average fall of 8.6% was observed in the first 24 hours. 
The patient in case 11 had an initial serum cholesterol 
level of 545 mg. per 100 ml., which fell to 474 mg. per 
100 ml. after five days of treatment with DL-triiodo- 
thyronine and to 360 mg. per 100 ml. after nine days. 
The serum cholesterol level of the patient in case 10 was 
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was reduced to 150 mcg. daily. A return to the —. 


200 mcg. daily dosage elevated the basal meta- 
bolic rate to —12% within 48 hours. One other 
patient (table, case 11) received an initial dose 
of 100 mcg. of triiodothyronine daily. The basal 
metabolic rate rose from an initial value of 
—26% to —23% in 24 hours and to —2% 
after 48 hours. The dosage of triiodothyronine was in- 
creased gradually, and at the end of one week the basal 
metabolic rate stabilized at —3%. 

Variations in the response in the basal metabolism 
were observed in all patients. The degree to which this 
occurs depends upon the dosage employed and probably 
on as yet undetermined factors. Nevertheless, all pa- 
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Fig. 4.—Comparison of DL-triiodothyronine, L-triiodothyronine, and sodium L-thyroxin 
based on calorigenic response. The numbers on the curves indicate the daily dose in 
milligrams. The calorigenic response obtained with the three different preparations shows 
that L-triiodothyronine is twice as active as DtL-triiodothyronine and one and one-half 
to two and one-half times as active as sodium L-thyroxin. 


488 mg. per 100 ml. before starting therapy with DL- 
triiodothyronine, 384 mg. per 100 ml. after four days 
of treatment, and 309 mg. per 100 ml. after seven days. 
L-Triiodothyronine maintained the rate of decrease initi- 
ated with DL-triiodothyronine. A progressive decrease 
in cholesterol level continued throughout the period of 
treatment. Approximately every 48 hours an additional 
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10% decrease occurred until the ninth day, at which time 
the rate of decrease became slower. By the 11th day 
the percentage decrease from the original value averaged 
45%, by the 13th day 47%, and by the 15th day 51%. 


Carotenoids.—Serum carotenoids showed a gradual 
decrease after the initiation of triiodothyronine therapy. 
In most instances the rate of fall paralleled the cholesterol 
response (fig. 2, 3, and 5). Clinically a pronounced de- 
crease in the icteric-like appearance was observed in 
those patients who had carotenemia. 


Protein-Bound lodine.—Determinations of protein- 
bound iodine were made in several patients (fig. 2). Al- 
though the institution of triiodothyronine therapy pro- 
duced marked changes in basal metabolic rate, choles- 
terol level, carotenoids, body weight, pulse, and tempera- 
ture, there was only a slight rise in the serum protein- 
bound iodine level. When the therapy was changed 
from triiodothyronine to sodium L-thyroxin or thyroid 
extract, the protein-bound iodine level increased and 
approached values commensurate with the patient's 
metabolic state. 


Thyroid Extract—Resistant Myxedema 


An unusual opportunity to observe the effectiveness of 
triiodothyronine was presented in a patient with post- 
operative hypothyroidism who was unresponsive to thy- 
roid extract. 


Case 4.—A 49-year-old woman had complained of headache, 
fatigue, and swelling of the eyes for five years. Fifteen years 
before she had a subtotal thyroidectomy for thyrotoxicosis. Her 
physician considered that her present symptoms were due to 
hypothyroidism and initiated therapy with thyroid extract, 128 
mg. (2 grains) daily. The patient showed no response, and the 
dose of the drug was gradually increased. Dosages of thyroid 
extract between 512 and 768 mg. (8 and 12 grains) daily did not 
bring improvement, so she was given psychiatric help and sub- 
sequently received electroshock therapy. Her symptoms persisted 
and actually became aggravated after the electroshock therapy. 
The question of hypothyroidism was reconsidered. Because of 
the lack of a significant response to thyroid extract in such large 
doses, it was thought that use of a preparation from a different 
manufacturer was advisable. With dosages of 192 to 512 mg. 
(3 to 8 grains) daily there was little improvement. Studies of para- 
thyroid function were normal. The radioactive iodine showed a 
24-hour uptake of 4%. After thyroid-stimulating hormone 
(thyrotropin) the uptake was 4.4%, which was indicative of 
primary myxedema. 

Therapy with DL-triiodothyronine was begun orally with use 
of 50 mcg. every 12 hours, and after 48 hours the patient asked, 
“What are you doing to me? I feel better than in the past 10 
years.” She was mentally alert, warm, and much less tired. The 
dese of triiodothyronine was gradually increased, with continu- 
ing clinical improvement. The patient stated after 10 days, “I 
feel like myself again.” The program was interrupted because 
no triiodothyronine was available, and the patient was placed on 
therapy with sodium L-thyroxin, 0.2 mg. daily. She had a re- 
lapse after discontinuing the use of triiodothyronine, but, as the 
thyroxin began to take effect, she felt well again. To maintain 
a euthyroid state and obtain an optimum clinical effect, the 
patient requires 0.5 mg. of sodium L-thyroxin daily. She is active, 
has resumed all of her interests, and is by her own admission 
“normal once again.” 


In this one patient the effect of triiodothyronine was 
particularly striking. She had been considered a psychi- 
atric problem because of her unresponsiveness to thyroid 
extract. The triiodothyronine gave a prompt effect, and 
she improved remarkably. It is difficult to be certain that 
this represents unequivocally an instance of unrespon- 
S.veness or resistance to thyroid extract. However, 768 
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mg. of thyroid extract per day was ineffective, and a 
marked and sustained effect with triiodothyronine and 
sodium L-thyroxin has been obtained. The most impor- 
tant information needed; namely, whether the patient 
is at present resistant to thyroid extract, has not been ob- 
tained, because, due to her regained sense of well-being 
and clinical improvement, she refuses any change in her 
medication. 
Juvenile Myxedema 

Two children, aged 10 and 15 years, received pL-tri- 
iodothyronine for myxedema (see table). Both were 
very sensitive to small doses, 25 mcg. daily. A clinical 
response was evident in 24 hours in one patient and in 
48 hours in the other. As with the adults, both felt 
warmer and became mentally alert and physically active 
shortly after starting use of the medicine. Both com- 
plained of headache, which made it necessary to increase 
the triiodothyronine dosage gradually. One patient 
(case 12) took 100 mcg. alternating with 50 mcg. of 
DL-triiodothyronine per day for more than five months. 
At this dosage a euthyroid state was maintained and no 
side-effects were observed. She gained in height and 
later in weight, and her condition is now maintained with 
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Fig. 5.—Three typical responses in serum cholesterol levels to tri- 
iodothyronine. A, case 3; B, case 11; C, case 10. The average decrease 
in serum cholesterol level was 50% after two weeks of triiodothyronine 
therapy. 


0.1 mg. of sodium L-thyroxin daily. The other child 
(case 13) was also maintained in a euthyroid state with 
the same dosage schedule of DL-triiodothyronine as out- 
lined for the patient in case 12. Her condition is being 
maintained with thyroid extract, 80 mg. (1'%4 grains) 
daily. All symptoms and signs of myxedema have cleared, 
and she has shown a marked increase in height but a 
loss in weight. A severe chronic anemia due to myx- 
edema completely disappeared with triiodothyronine and 
thyroid extract therapy. 

Reliable measurements of basal metabolism in these 
children were not feasible and were therefore only per- 
formed at irregular intervals. The serum carotenoids and 
cholesterol were measured in both and showed definite 
decreases. The serum cholesterol level in the patient 
in case 12 was 685 mg. per 100 ml. before starting tri- 
iodothyronine therapy. After four days of treatment it 
was 515 mg. per 100 ml. At present the serum choles- 
terol level is 224 mg. per 100 ml. The serum carotenoids 
were 3.8 mg. per 100 ml. before triiodothyronine ther- 
apy and after two weeks 1.5 mg. per 100 ml. After four 
months of therapy the serum carotenoids were 0.4 mg. 
per 100 ml. In the patient in case 13 the serum choles- 
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terol level fell from 322 mg. per 100 ml. before DL-tri- 
iodothyronine to 106 mg. per 100 ml. after eight weeks 
of therapy. Early in the course of triiodothyronine ther- 
apy both children developed symptoms of overdosage 
that subsided promptly as the dosage was decreased. 
The relapse that occurred as triiodothyronine was with- 
drawn was much milder than that observed in the adults. 


Side-Effects 


A variety of side-effects attributable to triiodothyro- 
nine were observed in the 14 patients studied; these were 
palpitation in 4; angina, dyspnea, withdrawal syn- 
drome, or headache in 3 each; congestive heart fail- 
ure, back pain, photophobia, excessive warmth, or night 
sweats in 2 each; and diarrhea, mental agitation, leg 
edema, or leukopenia in one each. Many of these side- 
effects were observed in the same patient and were usu- 
ally of minor significance. The majority were similar to 
those observed frequently with the institution of any 
form of thyroid therapy in patients with severe myx- 
edema. These included hot flashes, tachycardia, and 
angina. Angina was observed in two patients to such a 
degree that use of the medicine had to be discontinued 
temporarily in one and the dosage reduced in the other. 
Headache was also a complaint; both children developed 
a headache within 24 hours after starting therapy. 

An unexpected syndrome and one previously rarely 
observed with other forms of thyroid therapy was the 
sudden and marked relapse that developed after with- 
drawal of triiodothyronine. Within 24 hours patients 
complained of being weak and tired and of a return of 
their previous hypothyroid symptoms. In two patients 
the withdrawal symptoms were more severe than those 
before therapy was started. To avoid this development, 
in one patient use of thyroid extract was begun three 
days prior to the withdrawal of triiodothyronine (fig. 3). 
In spite of this there was a reduction in basal metabolic 
rate after discontinuing triiodothyronine, and with- 
drawal symptoms developed. In this patient the basal 
metabolic rate was +2% at the time triiodothyronine 
was discontinued; in 24 hours the basal metabolic rate 
was —11%, in 48 hours —15%, and after 96 hours 
—19%. The cause of this sudden loss of effectiveness 
after discontinuing triiodothyronine is related undoubt- 
edly to the speed with which it disappears from the tis- 
sues. Rawson, using radioactive triiodothyronine and 
thyroxin injected into human subjects with athyreosis, 
found that the half-life of triiodothyronine was approxi- 
mately 22 days, compared to 6 to 12 days for thyroxin. 
The duration of triiodothyronine activity after cessation 
of treatment or reduction in dosage has been judged by 
us from clinical and metabolic evidence to be less than 
three days. In order to avoid a relapse, it is necessary to 
start therapy with thyroid extract or thyroxin several 
days prior to the withdrawal of triiodothyronine. 

One patient (case 11) developed visual complaints, 
with photophobia and dimming of vision. Slit-lamp 
examinations revealed a keratitis. The dosage of tri- 
iodothyronine was reduced, and the symptoms cleared. 
The keratitis was believed due to incipient exophthalmos 
due to high dosages of triiodothyronine. In the other pa- 
tient (case 10) the photophobia cleared without any 
change in dosage of triiodothyronine. 





J.A.M.A., Feb. 25, 1956 


Except for one patient (case 5) who developed an- 
gina, the cardiovascular effects that developed did not 
require discontinuance of triiodothyronine. This patient 
also developed congestive heart failure but was able to 
resume taking triiodothyronine after digitalization and 
treatment with a coronary vasodilator. The other patient 
was given diuretics and digitalis and was able to remain 
on his program of triiodothyronine therapy. In both pa- 
tients the onset of these undesirable cardiovascular ef- 
fects appeared within 48 hours after starting use of tri- 
iodothyronine. In view of the dosages used in all pa- 
tients in this series, the number who developed cardiac 
side-effects was small. Other side-effects were infrequent 
and of little importance. One patient (case 9) with myx- 
edema for 12 years and organic brain disease obtained 
such marked mental stimulation on dosages of only 25 
mcg. daily that he refused to continue taking it. 

In summary, the side-effects observed with triiodo- 
thyronine do not differ qualitatively or quantitatively 
from those observed with other forms of thyroid therapy. 
However, the rapid action of this compound means that 
caution must be employed in initiating therapy and that 
enthusiasm to hurriedly produce a euthyroid state should 
not outweigh sound clinical judgment. 


Equivalence of Triiodothyronine, Thyroxin, 
and Thyroid Extract 


The determination of the equivalence in dosages of 
triiodothyronine, thyroxin, and desiccated thyroid has 
been difficult. As noted previously, triiodothyronine does 
not produce any significant change in the serum protein- 
bound iodine level even though clinical evidence of 
euthyroidism is present. The withdrawal symptoms and 
marked reduction in basal metabolic rate that accom- 
pany shifting from triiodothyronine to one of the other 
thyroid preparations causes a delay in restoration to the 
previous metabolic state, thereby making quantitative 
interpretation of dosage equivalents difficult. These are 
not the only difficulties encountered, for there is the in- 
dividual variation in responsiveness that characterizes 
each patient. We have, therefore, established equiva- 
lence as nearly as possible on the basis of systemic ef- 
fects such as body weight, pulse, and symptomatic re- 
sponse, plus the basal metabolic rate and serum choles- 
terol level (fig. 4). 


With these indexes the daily dosage of DL-triiodo- 
thyronine orally that is necessary to significantly initiate 
alleviation of myxedema averages 100 mcg. Doses as 
high as 400 mcg. daily may be necessary to appreciabiy 
and consistently continue the patient’s return to euthy- 
roidism. Once this becomes established, the average 
daily dose is approximately 200-250 mcg. L-Triiodo- 
thyronine is more effective, and doses of approximately 
75 to 100 meg. daily will maintain euthyroidism. The 
fact that the ratio of the therapeutically effective dosages 
between DL-triiodothyronine and L-triiodothyronine is of 
the order 2:1 suggests that the effectiveness of the DL- 
form is due to its L-triiodothyronine content and that 
D-triiodothyronine lias a negligible metabolic effect. In 
animals, Gross and Pitt-Rivers *” found that p-triiodo- 
thyronine possessed 7.4% of the activity of L-triiodo- 
thyronine and DL-triiodothyronine approximately 59%. 
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The equivalent dosage of sodium L-thyroxin was be- 
tween 200 and 300 mcg. (0.1 to 0.3 mg.) daily, which 
means it is one-third to one-half as active as L-triiodo- 
thyronine. With thyroid extract there was the customary 
delay before a response was apparent, but in clinical and 
metabolic effectiveness 96-192 mg. (112-3 grains) 
daily produced an effect comparable to the average daily 
doses of triiodothyronine and thyroxin already noted 
above. These equivalent dosages are of the same order 
of magnitude as those reported by others with use of 
triiodothyronine.® In children the dosage of triiodo- 
thyronine necessary to maintain euthyroidism is less 
than in the adult. 

Comment 


The biological activity of synthetic triiodothyronine 
has been found to be much greater than that of thyroxin. 
Depending upon the assay procedure utilized, triiodo- 
thyronine has been found to be three *” to five '® times 
as effective as L-thyroxin in preventing goiter in rats 
treated with thiouracil, five to seven *° times as active in 
reducing survival during the mouse anoxia test, and 
three to four times "' as effective in raising oxygen con- 
sumption in rats. Gemmill’? compared thyroxin and 
triiodothyronine using chemical oxidative systems and 
the mouse anoxia test. He found that, while triiodothyro- 
nine was a more reactive molecule chemically, there was 
no indication that triiodothyronine was superior to 
thyroxin. 

It followed from these various laboratory evidences 
that triiodothyronine was a very active substance. It re- 
mained to establish whether this was true in man. A 
number of studies were begun with parenterally admin- 
istered triiodothyronine. Triiodothyronine was admin- 
istered parenterally by Gross and Pitt-Rivers *” and 
found to be effective in the treatment of one case of 
myxedema. They concluded that approximately 80 mcg. 
daily constituted the normal requirement. Asper and as- 
sociates ° used L-triiodothyronine in three patients with 
myxedema and found this compound possessed meta- 
bolic effects qualitatively identical to L-thyroxin but that 
the effects appeared much more rapidly and were quan- 
titatively greater. Rawson “ studied triiodothyronine in 
one patient and found the only difference between L- 
thyroxin and L-triiodothyronine was the speed of action 
with the latter compound. Qualitatively triiodothyronine 
has the same clinical and metabolic properties as 
thyroxin and desiccated thyroid. 

The activity of DL-triiodothyronine given orally has 
been reported previously by one of us,* and recently 
Selenkow and Asper * have shown that not only DL-tri- 
iodothyronine but also L-triiodothyronine is effective in 
maintaining euthyroidism in patients with myxedema. 
Their observations were made in six patients. 

The results recorded in this paper with these two 
forms of triiodothyronine, DL- and L-, are based upon 
observations made in 13 patients with myxedema. Our 
results in adults indicate that the L-isomer of triiodo- 
thyronine is effective in dosages of 75 to 100 mcg. daily 
and the pDL-isomer is effective in dosages of approxi- 
mately 200-250 mcg. daily. Selenkow and Asper * re- 
ported doses of 70 to 105 mcg. daily for L-triiodo- 
thyronine and 150-200 mcg. daily for DL-triiodothyro- 
nine, both of which compare well with our findings. In 
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our two children with myxedema the effective orally 
given dose of DL-triiodothyronine was found to be be- 
tween 50 and 75 mcg. daily. 

Sodium L-thyroxin in doses averaging between 200 
and 300 mcg. daily produced the same effect as 75 to 
100 mcg. of L-triiodothyronine daily and 200-250 meg 
of pL-triiodothyronine daily. Desiccated thyroid ex- 
tract was determined to possess an activity equal to 
the average doses of DL- and L-triiodothyronine when 
given in an average dosage of between 96 and !92 mg 
(12 and 3 grains) daily. Thus, it would seem that L-tri- 
iodothyronine is approximately twice as active as DL-tri- 
iodothyronine and one and one-half to two and one-half 
times as active as sodium L-thyroxin. 

To test the ability of triiodothyronine to produce pi- 
tuitary suppression and in turn to test its effectiveness in 
exophthalmos, the racemic compound was given to one 
patient with malignant postoperative exophthalmos. The 
material was given in doses of 50 to 200 mcg. daily for 
over three weeks. There was only mild improvement in 
the eye signs, with lessening of chemosis, decreased lac- 
rimation, and some reduction in periorbital edema. One 
eye showed some measurable decrease by exophthalmo- 
metric measurement from 28 to 25 mm. In general the 
effect was disappointing. Perhaps larger doses for longer 
periods of time may prove helpful in this distressing con- 
dition. Of particular interest in this study was the re- 
duction in the radioactive iodine uptake from 37 to 23% 
after 4 days of triiodothyronine administration and fur- 
ther reduction to 7% after 14 days. This suppressive 
effect of triiodothyronine on radioactive iodine uptake 
has been observed by Starr.*” S. C. Werner has sug- 
gested the use of triiodothyronine in conjunction with 
the radioactive iodine uptake as a means of differentiat- 
ing euthyroidism from hyperthyroidism. 

It has been noted that with triiodothyronine therapy 
the serum protein-bound iodine level is not indicative 
of the metabolic status of the patient. With both the pi- 
and L-forms of triiodothyronine the protein-bound iodine 
remains at myxedematous levels although the patient is 
clinically and metabolically euthyroid. This unusual 
finding has been observed also by Starr.‘" However, both 
thyroxin and thyroid extract produce a rise in serum pro- 
tein-bound iodine while the patient remains in the hypo- 
thyroid state. The precise reason for this unexpected 
finding after triiodothyronine administration is unknown 
but may be related to its rapid withdrawal from the ex- 
tracellular space into the intracellular space. Rawson "* 
found that the serum protein-bound iodine level was 
briefly elevated immediately after administering triiodo- 
thyronine. 

Advantages of Triiodothyronine.—Triodothyronine 
has been shown to be an effective agent in the therapy 
of myxedema. It is a chemically pure synthetic compound 
not requiring standardization. In very small doses it 





9. Selenkow, H. A., and Asper, S. P.. Jr.: Effectiveness of Triiodo 
thyronine or Thyroxine Administered Orally in Treatment of Myxedema 
J. Clin. Endocrinol. 15: 285-296. 1955. Footnote 7 

10. Tomich, E. G., and Woollett, E. A The Biological Activity of 
Triiodothyronine, Lancet 1: 726, 1953 

11. Heming, A. E., and Holtkamp, D. E Comparative Effects of 
Thyroxine and Triiodothyronine on Oxygen Consumption of Rats, Fed. 
Proc. 12: 330, 1953 

12. Gemmill, C. L.: Comparison of Activity of Thyroxine and 3, §, 


3'-Triiodothyronine, Am. J. Physiol. 172: 286-290, 1953. 
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has been shown to act rapidly and alter the course of 
myxedema markedly. In addition to this advantage, it 
has been shown to produce a calorigenic response when 
the patient’s condition is refractory to thyroid extract or 
thyroxin. It should be useful in determining whether the 
condition of a hypothyroid patient not responding to 
treatment with thyroid extract is refractory. A small 
dose of triiodothyronine will establish in two to five 
days whether the patient’s symptoms are on a hypo- 
thyroid basis. A similar application of triiodothyronine 
is envisioned in diagnosis of borderline cases of hypo- 
thyroidism. A rapid, clear-cut response to triiodothyro- 
nine would assist in determining the presence of hypo- 
thyroidism on the basis of the therapeutic response ob- 
tained. 

The marked reduction in serum cholesterol level sug- 
gests further studies with this material in other hyper- 
cholesterolemic states such as nephrosis and essential 
hypercholesterolemia. Its marked diuretic effect may 
also be applied in the therapy of nephrosis. 


Disadvantages of Triiodothyronine.—Coupled with 
the above advantages of triiodothyronine are certain dis- 
advantages. The myxedematous patient is sensitive to 
all forms of thyroid hormone, and with the use of more 
potent materials the added burden placed on his cardio- 
vascular state may be significant. In our series we have 
observed angina and congestive heart failure after start- 
ing triiodothyronine therapy. The angina was promptly 
controlled by reducing the dosage. This is undoubtedly 
due to the short duration of action of triiodothyronine 
compared to other thyroid preparations. Generally the 
mild signs of overdosage disappear rapidly with reduc- 
tion in dosage or temporary omission. The withdrawal 
symptoms that develop shortly after reducing or elimi- 
nating triiodothyronine have been distressing. There is 
a fall in basal metabolic rate and a general letdown 
feeling. Patients receiving thyroid extract or L-thyroxin 
are protected from this sudden withdrawal effect be- 
cause of the drugs’ greater duration of activity, extending 
over several days. The patient who forgets his triiodo- 
thyronine dosage for one or two days will have a prompt 
relapse. The speed of recovery after reinstituting triiodo- 
thyronine completely relieves his symptoms, but the 
possibility of some delay before being able to resume this 
medication gives the longer-acting thyroid preparations 
some advantage over triiodothyronine. For stability of 
action, either sodium L-thyroxin or thyroid extract is to 
be preferred for maintenance therapy. 

Significance of Triiodothyronine in Thyroid Physiol- 
ogy.—The significance of triiodothyronine in thyroid 
physiology is as yet not clearly defined. It has been pos- 
tulated that this substance represents the active form of 
the thyroid hormone. Recently it has been shown * that 
the thyroid gland is not essential for the formation of tri- 
iodothyronine. Enzymes in many tissues of the body 
are believed responsible for the deiodination of thyroxin 
to form triiodothyronine. The current hypothesis con- 
cerning triiodothyronine is that it arises from circulating 
thyroxin. Thyroxin arises from the coupling of two 
molecules of diiodotyrosine to give one molecule of 
thyroxin. This is followed by a deiodination of thyroxin 
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in the peripheral tissues to produce triiodothyronine. '* 
In other words, thyroxin must be converted to triiodo- 
thyronine before exerting any physiological action. Starr 
has postulated that both thyroxin and triiodothyronine 
possess true thyroid hormone activity, but the one that 
predominates at any given time is determined by the 
metabolic requirements. In a normal situation thyroxin 
maintains caloric homeostasis, while, under stressful or 
emergency conditions and the associated immediate need 
for energy, triiodothyronine is produced at an increased 
rate from thyroxin. 
Conclusions 

Triiodothyronine, a chemically pure synthetic an- 
alogue of thyroxin, has been administered to 11 myx- 
edematous adults, 2 children with myxedema, and one 
adult with postoperative malignant exophthalmos. The 
physiological activities of triiodothyronine and thyroxin 
are the same. Each patient with myxedema obtained an 
elevation of the basal metabolic rate to normal, a reduc- 
tion in serum cholesterol level to normal, a loss in body 
weight, and a reversal of symptoms and signs of myx- 
edema. These clinical and metabolic effects appeared 
rapidly and with small doses of triiodothyronine. The 
side-effects observed did not differ qualitatively from 
those occurring with other thyroid preparations. 

Orally given DL-triiodothyronine has been shown to 
possess one-half the calorigenic activity of L-triiodo- 
thyronine and one and one-half times the activity of so- 
dium L-thyroxin. The therapeutic effectiveness of tri- 
iodothyronine has been shown, but its full clinical use- 
fulness therapeutically and diagnostically in thyroid dis- 
ease remains to be established. 


13. Pitt-Rivers, R.; Stanbury, J. B., and Rapp, B.: Conversion of 
Thyroxine to 3-5-3’-Triiodothyronine in Vivo, J. Clin. Endocrinol. 15: 
616-620, 1955. 

14. Albright, E. C.; Larson, F. C., and Tust, R. H.: In Vitro Con- 
version of Thyroxin to Triiodothyronine by Kidney Slices, Proc. Soc. 
Exper. Biol. & Med. 86: 137-140, 1954. 





Amebiasis of the Colon.—lIntestinal amebiasis is a disease of 
protean nature, characterized by exacerbations, long remissions 
and a tendency to clinical recurrence. It is well to remember 
that the disease also may occur as an acute fulminating dysentery. 
The incidence is not accurately known because the disease fre- 
quently produces no clinical symptoms. The diagnosis is de- 
pendent on the activity of the disease in the intestinal tract, 
the competence and perseverance of the parasitologist, and the 
number of stools examined. . . . The disease initially and most 
commonly involves the right half of the colon, although it has 
been reported in all segments of the large bowel, rectum and 
even terminal ileum. The organisms enter the mucosa by active 
locomotion and secretion of a cytolytic substance. The amebae 
in themselves incite little tissue reaction. Secondary invasion 
by pathogenic bacteria plays a major role in the development 
of the pathologic lesions and clinical symptoms. The presence 
of a state of equilibrium between the amebae and the tissues 
in the absence of secondary infection is one explanation for the 
long periods of remissions and prolonged carrier states that are 
a well-known part of the disease. Intestinal complications in- 
clude appendicitis, typhlitis, amebic granuloma, anorectal fis- 
tula, ischiorectal abscess, perforation, peritonitis, massive hemor- 
rhage, pseudopolyposis, intussusception, cicatricial stenosis and 
intestinal obstruction.—J. D. Rives, M.D., W. C. Heibner, M.D., 
and J. L. Powell, M.D., The Surgical Complications of Amebi- 
asis of the Colon (Exclusive of Liver Abscess), The Surgical 
Clinics of North America, October, 1955. 
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CHANGES 


IN PHYSICIANS’ 





CAREERS 


RELATION OF TIME AFTER GRADUATION TO SPECIALIZATION 


Milton Terris, M.D. 


and 


Mary Monk, Ph.D., Buffalo 


The physician’s career is far from static; a consider- 
able number of physicians move from one location to 
another and from one type of practice to another. For 
example, Mountin* found that during the period 1923 
to 1938 more than one-fourth of the practicing physi- 
cians in the United States changed their place of prac- 
tice one or more times, for a total of 87,000 moves. 
(These figures do not include changes of location within 
cities, towns, or villages.) Of the rural physicians who 
moved during this period, more than two-fifths set up 
practice in other rural areas, a third went to small cities, 
and a quarter moved to large cities. Similarly, half of 
the migrating large-city physicians went to other large 
cities, a third moved to small cities, and a fifth moved 
to rural areas. 

This present study is concerned with another signifi- 
cant phenomenon, which is the shift from general 
practice to specialization during the physician’s career 
in active practice. Much of the current discussion of gen- 
eral practice and specialization is focused on medical 
students’ attitudes and career plans. Attitudes and plans 
change, however, and it is therefore important to de- 
termine the actual choices made by medical graduates 
and the changes that occur in those choices during the 
course of their professional careers. 

Weiskotten and Altenderfer * studied the choices of 

physicians at one point in their careers through the use 
of questionnaires sent to all graduates of American and 
Canadian medical colleges of the classes of 1915, 1920, 
1925, 1930, 1935, and 1940. They found a sharp in- 
crease in limitation to a specialty among the 1935 and 
1940 graduates (fig. 1) but point out that: 
In comparing the data for the graduates of the various classes, 
it should be noted that the time elapsed between graduation 
and the date of the study amounted to 11 years for the gradu- 
ates of 1915; six years for the graduates of 1920, 1925, and 
1930; 15 years for the graduates of 1935, and 10 years for the 
graduates of 1940. Nevertheless, the data may be interpreted 
as indicating a markedly increasing trend toward limitation to 
a specialty. .. . The high percentage of the 1930 graduates in 
general practice may possibly be explained by the fact that the 
class was graduated in a period of economic depression. 

The present study was undertaken in an attempt to 
answer the following questions: 1. To what extent do 
physicians change from general practice to full speciali- 
zation during the course of their careers in active prac- 
tice? 2. How are such changes related to the amount of 
time that has elapsed since graduation? 3. If time after 
graduation is a significant factor in the extent of special- 
ization, what quantitative adjustments of the Weiskotten- 
Altenderfer data can be made to take this into account? 


Methods and Results 


The graduates of the University of Buffalo School of 
Medicine for the years 1915, 1920, 1925, 1930, and 
1935 were chosen for study of career changes from time 


¢ The moving of physicians into or out of rural 
areas, and into or out of large cities, is accom 
panied by some shifting from general practice to 
specialization. 

Five representative classes were selected from the 
alumni of a medical school and classified as either 
specialists or nonspecialists. The data showed that 
in each class the percentage of full-time specialists 
increased with the lapse of time. Moreover the trend 
toward specialization was stronger with each suc- 
ceeding class, so that 15 years after graduation the 
1915 class had only 25% rated as specialists while 
the 1935 class, 15 years after graduation 46% so 
rated. 


The increased rate of specialization is probably 
a long-term phenomenon to be explained by chang- 
ing conditions of medical practice. 





of graduation up to 1950. The 1940 class was not in- 
cluded because of the short time period that had elapsed 
from graduation to 1950. Information on the graduates’ 
careers was obtained from the American Medical Asso- 
ciation directories as follows: 1915 class—1921, 1931. 
1940, and 1950 directories; 1920 class—1927, 1931, 
1940, and 1950 directories; 1925 class—1931, 1940, and 
1950 directories; 1930 class—1936, 1940, and 1950 di- 
rectories; and 1935 class—1940 and 1950 directories. 
Physicians were classified as specialists only if the di- 
rectory designated them as limiting their practice to a 
specialty; part-time specialists were classified as general 
practitioners. In general, limitation to a specialty was des- 
ignated by a distinctive symbol in the directory. In addi- 
tion to the physicians so designated, hospital and public 
health administrators, pathologists, and residents in spe- 
cialties were also classified as full-time specialists. 
Since the designations were self-assigned, however, it 
was decided to check the possibility of error from this 
source. Accordingly, the 1940 and 1950 American Med- 
ical Association directories were checked with the cor- 
responding New York state medical directories (1939- 
1940 and 1951) in which workmen’s compensation rat- 
ings are available. These ratings are given by local medi- 
cal society committees, and, although there are some dif- 
ferences in the definitions used, they provide a rough 
check on self-assigned ratings. Information was obtained 
in the 1939-1940 New York state directory for 78% of 
the physicians studied and in the 1951 directory for 
84%. For both years, the agreement between the New 





From the University of Buffalo School of Medicine. 
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York state and American Medical Association directo- 
ries on the ratings given was 90%. This high degree of 
agreement appears to indicate that the designations in 
the American Medical Association Directory are fairly 
accurate. 


TaBLE 1.—Number of New Full-Time Specialists Found in 
Different Years, University of Buffalo Classes 


No. in 


Class at No. of New Full-Time Specialists, Total 

Time of Year of Directory Full-Time 

Gradu- - = Spe- 
Class ation 1921 1927 1931 1936 1940 1950 cialists 
1915 53 2 ee 12 ee 5 7 % 
1920 a7 ‘th 7 6 oe 7 9 29 
1925 51 - a 4 ée 4 d Is 
19380 66 ee ee we 7 4 11 27 
1935 66 ia vd ee eis 10 19 29 


Table | shows the number of graduates who were 
newly listed as full-time specialists in the American Med- 
ical Association directories at varying intervals after 
graduation. It is clear that for each class there is a con- 
siderable and continued increment of full-time special- 
ists with the passage of time. In order to determine for 
each class the probability of becoming a specialist in dif- 
ferent periods of time after graduation, a life table 
method was used. This method * takes into account the 
possibility that some of those withdrawn from observa- 
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become specialists in the first 5 years after graduation, 
this had increased to 46% in 15 years after graduation. 

If we now estimate for each class the proportion be- 
coming full-time specialists during an equal period after 
graduation, we can obtain a corrected estimate of the 
trend toward specialization in the different classes. In 
table 3 and figure 3, such data are presented for a 15- 
year period after graduation and are compared with the 
Weiskotten data based on varying time periods. It will 
be noted that the highest proportion of full-time special- 
ists in the Weiskotten study occurred in the classes of 
1915 and 1935, which were questioned after a longer 
interval than the other classes. When the classes are 
compared after identical time periods following gradua- 
tion, there is a strikingly different picture, with the lowest 
proportion of full-time specialists in the class of 1915 
and the highest in the classes of 1930 and 1935. That 
Weiskotten’s percentages are higher than the 15-year 
estimated percentages for the 1915 and 1935 classes, 
despite a shorter or equal time interval, is due chiefly 
to the different methods employed, i. e., questionnaire as 
against directory. Although full-time specialists were 
self-designated in both studies, in the Weiskotten study 
percentages were based on the number of questionnaires 
returned, which somewhat overrepresented the full-time 


TaBLE 2.—Percentage of Full-Time Specialists, University of Buffalo Classes (Life Table Method) 





Class of 1915 Class of 1920 


= ae = a, - - " | a * 
Years Percentage Years Percentage Years 
After Full-Time After Full-Time After 

Graduation Specialists Graduation Specialists Graduation 
6 3.8 7 12.6 6 
16 27.0 li 24.0 15 
25 37.4 20 37.3 25 
53.8 1) M1 


Class of 1925 





Class of 1930 Class of 1935 





om he “ — en ee Seem 
Percentage Years Percentage Years Percentage 
Full-Time After Full-Time After Full-Time 
Specialists Graduation Specialists Graduation Specialists 
7.9 6 10.9 5 15.5 
°6.5 10 25.5 1d 16.0 
38.0 20 44.2 





tion because of death or retirement had become full-time 
specialists in the interval between directories. The re- 
sults, shown in table 2 and figure 2, clearly demonstrate 
that the percentage of graduates becoming full-time spe- 


TaBLE 3.—Estimated Percentages of University of Buffalo 
Graduates Becoming Full-Time Specialists in 
Fifteen Years After Graduation* 
Estimated ; 
Percentage of 


Full-Time Weiskotten Data 


Specialists, ————__-1_____-_-_-‘4 
15 Years Percentage of Years 
After Full-Time After 

Class Graduation Specialists Graduation 
ioscan chdade ee eer eee the 25 35.7 11 
ERR a ee Pee are ee 30 23.8 6 
De Gan dowene weer tes ean 27 18.4 6 
ea ee ree 35 ] 


7.0 6 
FEES ee ae eery see i} 52.2 lS 


* Compared with Weiskotten data based on varying time periods. 


cialists increases markedly with the lapse of time after 
graduation. Thus, only 4% of the class of 1915 had 
become full-time specialists during the first 6 years after 
graduation, as compared with 27% during 16 years 
after graduation and 54% during 35 years after gradu- 
ation. Similarly, while 16% of the class of 1935 had 





3. Merrell, M., and Shulman, L. E.: Determination of Prognosis in 
Chronic Disease, Hlustrated by Systemic Lupus Erythematosus, J. Chron. 
Dis. 1: 12-32 (Jan.) 1955. 
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Fig. 1.—Percentage of graduates of American and Canadian medical 
colleges—1915, 1920, 1925, 1930, 1935, and 1940 classes—who have limited 
practice to a specialty (based on Weiskotten and Altenderfer 2). 
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specialists.* These results confirm Weiskotten and Alten- 
derfer’s previously quoted warning that their data for the 
various classes, based on varying time periods follow- 
ing graduation, are not truly comparable. The decline in 
specialization that they obtained for the 1920, 1925, and 
1930 classes is an artefact caused by the short time pe- 
riod used for these classes. 


Comment 


It is significant that the trend toward greater speciali- 
zation did not decline for the medical graduates of 1920, 
1925, and 1930 and then increase sharply for the 1935 
and 1940 graduates. On the contrary, the trend toward 
specialization generally increased throughout this period. 
Even a major cataclysm like the economic depression of 
the 1930’s did not appear to halt this trend; the depres- 
sion class of 1930 produced more specialists than the 
classes of 1920 and 1925. The phenomenon of special- 
ization of medical graduates must therefore be con- 
sidered to be more than a temporary trend among recent 
graduates, which can easily be replaced by a new trend 
toward general practice. We are dealing instead with a 
long-term trend toward specialization of physicians, the 
roots of which are to be sought in long-term developments 
in medical science and practice. The most important find- 
ing of this study is that specialization among the members 
of each graduating class continued to increase through- 
out the active professional lives of the graduates. For the 
class of 1915, 37% specialized in the first 25 years after 
graduation but 10 years later the proportion had in- 
creased to 54%. Similarly, for the class of 1930, 26% 
specialized in the first 10 years, but in another 10 years 
the proportion was 44%. The fact that physicians have 
continued to change from general practice to full-time 
specialization many years after graduation indicates that 
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Fig. 2.—Percentage of full-time specialists, University of Buffalo classes 
(life table method). 


the determining causes of increased specialization are 
to be found more in the conditions of professional life 
in which the medical graduate finds himself than in the 
orientation he receives in medical school. While the 
latter undoubtedly affects the graduate’s attitudes, it 
also is conditioned by and essentially secondary to the 
changing character of medical practice in the community. 
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Summary and Conclusions 
A study of the 1915, 1920, 1925, 1930, and 1935 
graduates of the University of Buffalo School of Med- 
icine demonstrates that physicians continue to change 
from general practice to full-time specialization during 
their active professional careers. The degree of special- 


60 x 








915 1990 1925 1990 1925 1940 
YEAR OF GRADUATION 


Fig. 3.—Estimated percentages of University of Buffalo graduates be 
coming full-time specialists 15 years after graduation compared with 
Weiskotten data based on varying time periods 





ization among medical graduates increases markedly with 
the passage of time after graduation. For identical time 
periods following graduation, succeeding classes gen- 
erally show an increasing trend toward specialization 
throughout the period studied. It is suggested that this 
increased specialization is a long-term phenomenon, the 
causes of which are to be found primarily in develop- 
ments in medical science and changing conditions of 
medical practice in the community. 
3435 Main St. (14) (Dr. Terris). 





“Moonface” and the “Buffalo Hump.”——-The development of 
the rounding of the facial contour usually termed “moonface” 
is probably the commonest side-effect of the prolonged admin 
istration of these substances |cortisone and corticotrophin|. It 
is said that it may occur without an increase in weight, but in 
practice it is almost always a part of a general tendency to 
accumulate fat. Localized deposits of fat over the lower cervi 
cal vertebrae—the so-called “buffalo hump” which is seen in 
Cushing’s syndrome—have ®een reported (Copeman, et al 

1954). This deposition of fat may be secondary to the increased 
appetite which most patients on cortisone develop. The gain in 
weight from this cause is accentuated in some cases by fluid 
retention. Attempts should be made to reduce the calorie and 
salt intake if the gain in weighi is considerable, but this advice 
is usually resented and resisted.—E. J. Wayne, M.D., Ph.D., 
F.R.C.P., F.R.F.P.S., The Dangers and Complications of Corti 
sone and Corticotrophin Therapy, The Practitioner, November, 
1955. 
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HUGE OMPHALOCELE 
RUPTURED IN UTERO 


SUCCESSFUL OUTCOME AFTER EXTENSIVE 
RESECTION OF INTESTINE 


Adolph Meltzer, M.D., Worcester, Mass. 


Omphalocele, a form of aplasia of the abdominal 
wall, is not a rare anomaly in the newborn infant. The 
incidence is generally conceded to be about 1 in 5,000 
births. Well over 500 cases have been reported since 
1900, and the bibliography encompasses some 60 pub- 
lications. According to Gross,’ “Prior to 1940, rupture 
of an omphalocele sac was a uniformly fatal accident 

always followed by peritonitis. Since the advent 
of chemotherapy and antibiotics, this outlook has now 
completely changed.” Current reports in the literature 
appear to share this optimism * and indicate that the 
“antibiotic era” has gone far toward adding this serious 
anomaly to its increasing list of successes. The following 
case represents the only report in the literature in which 
intestinal resection was successfully performed in con- 
junction with the repair of a massive ruptured omphalo- 


ome. Report of a Case 

The second child of a healthy young mother was born after an 
uneventful labor of 18 hours; he weighed 6 Ib. (2,721 gm.). As he 
was being delivered, the obstetrician noted “a huge gaping defect 
in his abdominal wall with protruding bowel.” He seemed other- 
wise absolutely normal. He was wrapped in a sterile towel and 
transferred to the operating room. I saw the infant within five 
minutes after birth. The child was immobilized, the vernix 
caseosa was washed off with benzalkonium (Zephiran) chloride 
solution and the intestine thoroughly cleansed with warm saline 
solution. The following observations were made during these 
preparations: There was a circular defect in the abdominal wall, 
approximately 11 to 12 cm. in diameter, extending to within 1.5 
cm. of the pubis below and the xiphoid above. The cord was 
situated on the left margin near the lower third of the opening. 
There was no evidence of any omphalocele sac. The entire 
stomach; the small intestine, including the duodenum; and. the 
large intestine, including the rectum, were out on the abdominal 
wall. This was true of a large part of the liver; within the right 
lobe of this organ there was a clear cyst that measured 2 cm. 
in diameter. The stomach was distended solidly with thick green 
meconium. The small intestine was dilated to 2.5 cm. in diameter; 
it was full of the same thick, viscid, green material right up to 
the cecum. The entire intestine presented the approximate con- 
figuration of a long-limbed “U” with a few elemental loops in the 
proximal portion of the small intestine. The large intestine was 
completely empty up to the sigmoid, making a sharp contrast 
with the distended small intestine. It was narrower than a lead 
pencil, measuring about 0.5 to 0.8 cm. in diameter, and its 
appearance suggested that it was stenotic. The rectum bulged out 
of the tiny pelvis. It was about 3 cm. in diameter to the end of 





Senior Surgeon, Fairlawn Hospital® 

The pathological report was made by Raymond H. Goodale, M.D. 
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the sigmoid, where the stenosis began. There was no rotation of 
the large intestine, no fixation of the cecum or duodenum. All of 
the abdominal contents were covered with a fine fibrinous 
exudate. 

Procedure.—The stomach was aspirated with a no. 16 needle, 
but it proved necessary to open this organ and apply suction 
through a no. 16 catheter. A considerable amount of thick viscid 
meconium was obtained. Maintaining traction on the abominal 
wall, an attempt was made to replace the contents. This was 
obviously futile, as there was virtually no abdominal cavity to 
receive these extruded viscera. In order to prepare additional 
space for the abdominal contents, I elected to follow this pro- 
cedure: The abdominal wall defect was enlarged to the xiphoid 
above and to the pubis below. The skin, including subcutaneous 
tissue, at the margin of the defect, was raised from the fascia on 
each side. It then proved expedient to make a long, relaxing 
incision just anterior to the midaxillary line, extending from the 
chest to the thigh on each side. Thus, a large wide flap of skin 
was made available on each side for sliding toward the midline. 
The lateral edge of each sliding graft was sutured to the peri- 
toneum and fascia with a single layer of interrupted no. 2 silk 
sutures. (These flaps, thus attached, seemed to offer more security 
against the subcutaneous incarceration of small intestine.) The 
posterior margins of the skin incisions could now easily be ad- 
vanced for suture to the lateral flap margins. Although these 
sliding flaps provided a potential skin pouch approximately 14 





Fig. 1.—A, patient on seventh postoperative day, showing extent of 
Surgery and patchy areas of necrosis. (The Fairlawn Hospital has no 
photographic facilities. The emergency was too grave to wait for a 
preoperative photo to be taken.) B, patient on 24th postoperative day. 
The fine granulating areas proved adequate protection against evisceration. 


cm. long, covered by an arched dome about 13 to 14 cm. in 
widih, it still was hopelessly inadequate. I reasoned that the 
stenotic large intestine, which might never function, could best 
be sacrificed. Consequently, the entire large intestine was resected 
to the sigmoid, along with a segment of ileum that was discolored 
and beginning to split. An end-to-end ileosigmoidostomy was 
performed, using an outer serosal layer of 000 silk mattress 
sutures.and an inner layer of 00 chromic catgut through the 
entire thickness of intestine. The anastomosis easily admitted 
the thumb. In the course of doing this open anastomosis, the 
viscid meconium was milked out of the small intestine to prevent 
obstruction from this source. It was now possible to replace 
the gastrointestinal tract and to suture skin over it in the mid- 
line with 00 silk sutures. The entire procedure lasted three 
hours. It was carried out without benefit of anesthesia. The 
heartbeat remained vigorous and the respirations normal. There 
was no unusual blood loss. 


The pathological report was as follows. “Specimen consists 
of a section of intestine measuring 60 cm. in length. It includes 
20 cm. of ileum and 40 cm. of colon. The appendix is included 
and measures 1.8 by 0.4 cm. The ascending and transverse colon 
is stenosed for a distance of 14 cm. and has an average cir- 
cumference of 0.7 cm. This part of bowel contains no meconium 
for a distance of 9 cm. above the cecum. The adjacent ileum 
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is adherent to the cecum. The ileum has a diameter of 0.8 to 


1 cm. for a distance of 17 cm. from the ileocecal valve, then 
widens to a diameter of 1.5 cm. to 1.8 cm. This wider portion 
contains mucinous green meconium.” The microscopic diagnosis 
was stenosis and adhesions of ileum, adhesions of cecum, and 
acute peritonitis and stenosis of colon. 

Postoperative Course.—Blood, 65 cc., was given through the 
cord, which had been saved and brought out through the left 
side for this. A stomach tube was passed immediately for 
Wangensteen suction. The child was placed in an incubator sup- 
plied with oxygen. Administration of a penicillin-streptomycin 
preparation (Dicrysticin), 1 cc. daily, was ordered. The first 
postoperative day the child was given 90 cc. of 5% glucose in 
saline solution with hyaluronidase by subcutaneous drip. That 
evening the baby was catheterized and only 15 cc. of urine ob- 
tained. A dorsal slit was made to correct a marked phimosis. 
The second day a “cutdown” was performed and a no. 19 needle 
sutured in place in the right antecubital vein; 100 cc. of blood 
was given and the continuous intravenous method was con- 
tinued, regulating the flow to 60 to 65 cc. per pound per 24 
hours until the fifth postoperative day. On the third post- 





Fig. 2.—Patient at age of 3 months. 


operative day, the patient had two copious stools and pulled out 
his gastric catheter, but, after a short trial, it was reinserted 
because of vomiting. On the fourth day, his color seemed poor; 
oxytetracycline (Terramycin), 50 mg. twice a day intramus- 
cularly, was added to the therapeutic regimen, and he was given 
a transfusion. (The administration of less than 400 cc. of 
Polysal [solution of sodium chloride, calcium, magnesium, 
potassium, and bicarbonate] a day requires a flow of one drop 
every 15 seconds, and this requires constant vigilance. On the 
fourth postoperative day, after receiving 100 cc. of blood, the 
baby received 250 cc. of additional fluid in a six hour period. He 
developed acute pulmonary edema, characterized by cyanosis, 
frothy sputum, dyspnea, and facial edema. This was recognized 
and the intravenous therapy stopped, with rapid spontaneous 
recovery.) Some sutures that had pulled through on the right 
side were reinforced by inserting three 00 silk sutures. On the fifth 
postoperative day the Wangensteen suction was discontinued. 
The baby was started on therapy with glucose-water orally. The 
bowels moved normally on that day and every day thereafter, 
and the question of oliguria cleared. From the sixth day, there 
was no further trouble with either his alimentation or defecation. 
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He took his graded formula avidly. Streptomycin therapy was 
discontinued on the fifth postoperative day, and the appearance 
of a slight rash made us stop the penicillin therapy on the ninth 
day. The oyxtetracycline was omitted two days later. Half of 
the sutures on the sides were removed after 16 days. Patchy 
areas of skin necrosis were apparent early (fig. 14) but were not 
touched. The skin was kept dry with sulfanilamide powder and 
protected from urine. By the 24th postoperative day, all the 
sutures were out and the patchy areas of necrosis had been re 
moved, leaving a fine granulation tissue covering (fig. 1B). A 
slight infection with Pseudomonas aeruginosa was held in check 
with 1% acetic acid dressings and proved no serious problem 
Epithelialization was proceeding so well that it was decided not 
to graft any areas. The child was discharged on Nov. 24, 1954 
its 35th postoperative day, weighing 7 Ib. (3,175 gm.), 1 Ib 
(454 gm.) more than its birth weight. 

The infant’s condition was followed in the office. Oxytetra 
cycline ointment was used. The abdominal wall healed com 
pletely within three weeks after the child's discharge from the 
hospital. A series of gastrointestinal x-rays was taken for com 
parative record in the future. The findings indicated the presence 
of an extensive omphalocele-containing stomach, small intes 
tine, and colon. The anterior position of the colon and the 
posterior superior position of the small intestine indicated ma! 
position and failure of fixation of these organs. The normal 
motility of the barium meal indicated the absence of any areas 
of stenosis and normal continuity of the intestinal tract. When 
seen at the age of 3 months, the baby weighed 10 Ib. 3 oz 
(4,620 gm.); its behavior seemed normal in every way (fig. 2) 


Comment 
Rupture of an omphalocele sac represents a sur- 
gical emergency of the highest magnitude. The child 
should be taken from the delivery table to the operating 
room immediately. In Gross’s experience, between 1940 
and 1950, 17 patients underwent an operation for rup- 
tured omphalocele; 6 recovered. The outlook is 
worse where this type of rupture occurs in utero. 
Moreover, where the abdominal wall defect is over 9 cm. 
the survival rate is reduced to 15%." In this case the de- 
fect measured 11 to 12 cm. and there was no remnant 
of the sac that had ruptured in utero. Moreover, there 
was an extensive associated malformation of the gastro- 
intestinal tract and peritonitis. The good result in this 
case and in others reported in the recent literature can 
be attributed to the use of antibiotics and to a better un- 
derstanding of the physiological demands of the new- 
born infant. 
Summary 


In a case of an extensive omphalocele that rup- 
tured in utero, leaving no remnant of the sac, there were 
serious associated gastrointestinal anomalies, including 
a stenosis of the large intestine, for which a resection 
was performed. A successful first-stage repair of the 
defect was accomplished without anesthesia. The child 
is well at 3 months of age. It is planned to do the second 
stage of this repair after two or three years. 


44 Cedar St. 





Treatment of Pneumonia.—Despite a marked decline in the 
mortality rate, bacterial pneumonia remains a common and 
serious problem. . . An early accurate bacteriological diag- 
nosis and prompt administration of the proper chemotherapeutic 
agents |is important]. Superinfections are of growing importance 
both with Gram-positive and with Gram-negative bacteria, and 
accurately performed antibiotic sensitivity tests are a valuable 
aid in guiding therapy.— William M. M. Kirby, M.D., Treatment 
of Bacterial Pneumonia, A. M. A. Archives of Internal Medicine, 
December, 1955. 
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HEMANGIOMA OF COLON 


John J. Bailey, M.D., 
Claude W. Barrick, M.D. 


and 


Edward L. Jenkinson, M.D., Chicago 


Previously reported cases of vascular lesions of the 
gastrointestinal tract have been reviewed by Gentry and 
others,’ and their review of the literature has revealed 
approximately 60 cases of vascular tumors of the large 
intestine. The only cases considered in this report were 
those lesions proximal to the rectum beyond the reach 
of the sigmoidoscope. Gentry and others divided the 
benign vascular lesions into telangiectasia and hemangi- 
oma groups and the malignant vascular lesions into 
hemangioendothelioma, benign “metastasizing” heman- 
gioma, Kaposi’s sarcoma, and angiosarcoma groups. 
These cases, which have been classified as telangiectasia 
of the large intestine, are thought to arise by dilatation of 
existing blood vessels. Hemangiomas are true neoplastic 
lesions involving the vascular system. It is generally be- 
lieved that simple hemangiomas are congenital in nature, 
have their origin in embryonic sequestrations of meso- 
dermal tissue, and enlarge by projecting buds of endo- 
thelial cells. They tend to enlarge into the lumen of the 
contiguous viscus, may become pedunculate, and fre- 
quently ulcerate through the overlying intestinal mucosa. 
Of the 60 reported cases, only 9 were considered to be 
malignant. 

Symptoms that are commonly associated with heman- 
giomas are hemorrhage, intestinal obstruction, and intus- 
susception. Rectal hemorrhage and intestinal obstruc- 
tion are commonly found in lesions of the large intestine, 
while intussusception is primarily associated with lesions 
of the small intestine. The diagnosis of hemangioma of 
the colon is usually made by surgical exploration or post 
mortem. In the past roentgen examination of the colon 
has proved of little value in diagnosis. Cases reported in 
the recent literature state that clusters of phlebolites lo- 
cated in the lesion of the colon may suggest the diagnosis 
of hemangioma. Hollingsworth * reported one case of 
hemangioma of the proximal portion of the sigmoid 
colon, diagnosed by barium enema examination. Exam- 
ination in this case demonstrated an irregular narrowing 
of the intestinal lumen in the proximal portion of the 
sigmoid colon, with phlebolites disposed around it. The 
present case is submitted for publication as it would 
appear to be the second one in which the diagnosis of 
hemangioma of the colon was made by radiological ex- 
amination. 

Report of a Case 

A 30-year-old white male was admitted to the hospital with 
a history of rectal bleeding, associated with diarrheal stools, on 
three separate occasions in the six months previous to admission. 
Several stool specimens sent to the laboratory after admission 


showed evidence of blood, both macroscopically and micro- 
scopically. There was no anemia. Physical examination revealed 
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a palpable mass located on the right side of the abdomen, a 
few centimeters lateral to the umbilicus. A urogram of the 
abdomen (fig. 1) showed multiple calcifications on the right side 
of the abdomen, which were thought to be due to phlebolites in 
a tumor mass—probably a hemangioma. Barium enema ex- 





Fig. 1.—Urogram by descending ufography showing phlebolites in 
right half of abdomen. 


amination revealed a lesion approximately 11 cm. in length, 
located in the ascending colon (fig. 2A). This lesion seemed to 
be annular in type, reducing the lumen of the ascending colon 
approximately 50% (fig. 2B). Within the lesion there were mul- 
tiple small calcifications that were interpreted as phlebolites. The 
tumor mass was pliable, compressible , freely movable, and 
slightly tender. The roentgenologic diagnosis was hemangioma 
of the ascending colon. At surgical exploration, a grape-like, dark 





A 


Fig. 2.—A, barium enema study showing narrowing of ascending colon 
along right lateral surface. B, evacuation film showing deformity of 
ascending colon and phlebolites in the mass. , 


red, spongy mass the size of a small grapefruit was found in the 
ascending colon. After resection of the terminal ileum, cecum, 
ascending colon, and hepatic flexure, the ileum was anastomosed 
to the proximal side of the transverse colon. The patient made 
an uneventful recovery. Postoperative diagnosis was hemangi- 
oma of the ascending colon. 
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Pathology 


The specimen included 10 cm. of the terminal ileum, 
ileocecal valve, and 21 cm. of the cecum and ascending 
colon. Beginning 9 cm. distal to the ileocecal valve, the 
wall of the ascending colon was irregularly thickened to 
as much as 3 cm. over a region extending 8 or 9 cm. in 
the length of the colon and about 8 cm. around the cir- 
cumference of the colon. The mucosa in this region was 
flattened, atrophic, and hyperemic without distinct ul- 
cers or tumors. The thickened region on cutting was 
found to be vascular fat tissue, and in it there were some 
firm nodules ranging up to 1.5 cm. maximum dimension. 
These nodules on section were found to be calcifications 
in the lumen of the vascular channels of this lesion and 
were interpreted as phlebolites (fig. 3). 





Fig. 3.—Gross specimen after removal at operation showing thickened 
ascending colon. The mucosa is flattened, and the nodules along the 
surface of the colon are due to phlebolites. 


Summary and Conclusions 

Our case of hemangioma of the colon in a 30-year-old 
man confirms the views in recent literature that such a 
condition can be diagnosed preoperatively. These lesions 
often cause symptoms of rectal bleeding in early life. 
The presence of angiomatous lesions elsewhere may be 
significant as an aid in diagnosis of hemangiomas of the 
colon. These vascular tumors of the colon have a charac- 
teristic roentgenographic appearance. The most charac- 
teristic evidence of vascular lesions of the colon is the 
presence of phlebolites within the tumor mass. These 
tumors, as differentiated from carcinoma of the colon, 
tend to involve a greater length of the colon, often with 
no evidence of obstruction to the retrograde flow of 
barium. We wish to emphasize the possibility of roent- 
genographic diagnosis of vascular lesions of the gastro- 
intestinal tract, with emphasis placed upon the presence 
of phlebolites within the lesion. 


1439 S. Michigan Ave. (5) (Dr. Jenkinson). 





Cortisone and Corticotrophin Therapy.—The immediate pur- 
pose of both cortisone and corticotrophin therapy is to raise 
the circulating level of an important adrenal cortical hormone, 
hydrocortisone, in the blood and other body fluids. Cortisone 
does this because it is rapidly absorbed by the alimentary tract 
and is then readily converted into the closely allied hydrocorti- 
sone within the body. But corticotrophin achieves the same end 
in a different manner: it is a specific stimulant to the adrenal 
cortex and acts by provoking a greatly increased excretion of 
the natural hormone by the patient’s own adrenal glands.— 
C. L. Cope, D.M., F.R.C.P., The Pharmacology of Coriisone 


and Corticotrophin, The Practitioner, November, 1955. 
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TETANY AND OVARIAN FUNCTION 
Isadore Sandock, M.D., South Bend, Ind. 


Latent and manifest tetany in women frequently pre- 
sents problems involving ovarian function. These prob- 
lems have received much more attention in the foreign 
than in the American medical literature. Tetany is gen- 
erally considered a syndrome due to hypocalcemia, oc- 
curring in hypoparathyroidism (parathyroprival or idio- 
pathic), alkalosis, and hyperventilation. It occurs two 
or three times as frequently in women as in men. How- 
ever, many cases of normocalcemic tetany occur. The 
relationship of the tetany to the amount of ionized blood 
calcium in these cases cannot be easily determined, since 
we do not possess a practical direct method of quantita- 
tive determination of ionized blood calcium. Numerous 
investigators ' have come to the conclusion that in 
women estrone is a potent factor in tetany. They ex- 
plain the increased tendency to tetanic attacks in the 
premenstrual period and in the latter half of pregnancy as 
due to the increased estrone content in the blood at that 
time. 

The drug par excellence for both the normocalcemic 
and hypocalcemic types of tetany is dihydrotachysterol 
(A. T. 10), a parathyroid-like substance. How it pro- 
duces its effects in the former types is not clear; perhaps 
it is due to an increase in the ionized calcium content. 
Occasionally cases occur in which dihydrotachysterol is 
not sufficiently effective '” or cannot be tolerated in suffi- 
cient dosages. In such cases, x-ray castration has been 
done successfully in a number of instances.’ The ex- 
planation of the improvement following x-ray castration 
is, of course, the reduction of estrone. Within the past 
18 months, I have observed the following two cases 
of normocalcemic tetany in women. The attacks oc- 
curred almost always during the premenstrual period 
One case was treated by x-ray castration and the othe: 
with dihydrotachysterol, both with good results. 


Report of Cases 


Case 1.—A 46-year-old white woman, an office worker of 
above-average intelligence, was admitted to the hospital in De 
cember, 1953, for observation for tetany of over 10 years’ dura 
tion. She had been married for 21 years and widowed for 
years. She gave a history of one childbirth at the age of 23 years 
and no miscarriages. Her one child, a daughter aged 23, was 
normal and the mother of two normal, healthy children. Menses 
began at the age of 12. Her periods were not very regular prior 
to childbirth, occurring at intervals varying from 30 days to 
three months, with duration of 5 to 10 days and with fairly 
marked dysmenorrhea, frequently requiring bed rest during the 
first day or two. After childbirth, menses were fairly regular 
until a year prior to the present admission; they occurred at 
28-to-30-day intervals, lasting 5 to 7 days, with decreased dys 
menorrhea. During the year prior to admission, her periods 
eccurred only every two months, but, during the months she 
“missed,” she “felt the same as though menstruating, except 
for the absence of bleeding.” 

The patient was operated on at the age of 26 years, at which 
time a bilateral salpingectomy and excision of a small leiomy- 
oma of the uterus were done. At the age of 44 years she was 


1. (a) Gross, R.: Beitrag zur Frage der normocalciimischen Tetanic 
und zu den Beziehungen zwischen Tetanie und Keimdriisenfunktion, Arzt 
Wehnschr. 5: 100-106, 1950. (>) Holtz, F., and Rossmann, FE Uber 
Beziehungen der Sexuailhormone zum Kalkstoffwechsel und zu den Nebens 
childdriisen, Ztschr. Gebiirtsh. u. Gynaék. 116: 199-212, 1938 

2. Footnote 1. Stucki, P.: Tetanie und Ke‘mdriisen: Die “hypocalcémic 
provoquée”™ (Klotz und Barbier), Deutsche med. Wchnschr. 76: 7-11, 1951 
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hospitalized for menopausal symptoms, cardiac palpitations, and 
atypical abdominal pains, with symptoms aggravated during 
menstruation. Gastrointestinal x-ray studies and electrocardio- 
graphic tracings were negative. The Q-T interval, usually pro- 
longed in tetany, was 0.36 (normal, 0.31-0.37). A year later 
she was hospitalized with a diagnosis of auricular and ventricu- 
lar premature beats. Electrocardiographic tracings were nor- 
mal, except for the premature beats. Hospitalization eight 
months later for low back pains did not confirm a diagnosis 
of suspected herniated intervertebral disk. 

During the present admission she gave the following history 
of her tetanic attacks: The attacks occur almost always during 
the week preceding menstruation, with occasional attacks dur- 
ing the first day or two of menstruation. They usually occur 
at night, frequently awakening her from sleep. Attacks occur- 
ring during waking hours are generally preceded by numbness 
and tingling in the regions involved, which are chiefly the legs, 
feet, and hands. The legs and feet are most often involved, at 
least four or five times as frequently as the hands. Attacks last 
from 10 to 30 minutes and are so painful that she becomes 
completely helpless. The feet are pointed downward; the toes 
sharply dorsiflexed; the ankle joints are rigid. The muscles of 
the feet and of the legs are in severe, painful tonic spasm. When 
the hands are involved, the fingers are flexed at the metacarpo- 
phalangeal joints and extended at the interphalangeal joints. The 
thumb is pressed against the middle finger. Sometimes the inter- 
phalangeal joints are flexed, so that the hand “looks like a claw.” 
Often the flexor muscles of the forearm are in tetanic spasm. 
Following carpal attacks there is soreness frequently in the last 
two fingers and in the flexor muscles of the forearm. After 
pedal attacks there is occasional soreness “in the back of the 
legs.” 

The patient was seen during a carpopedal attack shortly before 
her admission. During the seizure, she had a typical “obste- 
trician’s hand.” The muscular spasms were extremely severe 
and resembled spasms seen in tetanus, except that they were 
entirely limited to the carpopedal regions. The patient was 
apparently in an agony of pain. According to the patient’s state- 
ment, attacks have occurred during the past 10 or 12 years. 
The attacks have become progressively more severe and fre- 
quent during the past 16 months. During the past year, they 
were just as severe preceding the “missed” periods as they were 
before the onset of the actual menstruations. 

Neurological examination showed normal coordination, equi- 
libration, and gait. Sensation was normal. No pathological re- 
flexes were present. Chvostek and peroneal signs could not be 
elicited, nor could the Trousseau sign. An ocular examination 
showed an early cataract in the right eye and an extensive 
cataract in the left eye, both cataracts of the “tetanic” type. 

The laboratory findings were as follows: Electrocardiographic 
tracings were normal; Q-T interval, 0.38 (normal, 0.35-0.39). 
Red blood cell count, hemoglobin level, white blood cell count, 
and differential count were normal. The blood chemistry was 
essentially normal: blood urea, 32 mg. per 100 cc.; vitamin C, 
45 mg. per 100 cc.; bicarbonate, 61 vol. %; blood calcium, 10.2 
mg. per 100 cc.; blood phosphorus, 2.8 mg. per 100 cc. A neuro- 
logical examination done several months after the present ad- 
mission was again essentially negative. X-ray examinations 
showed no intracranial calcifications. The threshold responses 
(Erb’s test) of both ulnar nerves to galvanic current stimulation 
were rather low, a condition usually found in tetany: right ulnar 
nerve, cathodal closure contraction -4.0 ma. (6.0), anodal 
closure contraction -3.6 ma. (8.0); left ulnar nerve, cathodal 
closure contraction -4.0 ma. (6.0), anodal closure contraction 
-3.6 ma. (8.0) (normal figures in parentheses). A hyperventilation 
test failed to produce a tetanic attack. 

Blood chemistry examinations over a period of several months 
after the present admission showed normal blood calcium values. 
- Four tests showed blood calcium values between 9.3 and 10.2 
mg. per 100 cc. At one time when the blood calcium level was 
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9.7 mg. per 100 cc., the total blood protein level was 7.2 gm. 
per 100 cc., giving a theoretical estimation of ionized calcium 
of about 4.25 mg. per 100 cc., according to the McLean and 
Hastings chart.® 

Dental x-ray examinations showed none of the degenerative 
changes often associated with hypoparathyroid tetany.* Inci- 
dently, three electrocardiographic tracings taken during the past 
seven years, besides those previously mentioned, were examined. 
None of these tracings showed a prolonged Q-T interval. 

The patient was placed on dihydrotachysterol therapy for 
several months after her discharge from the hospital. She showed 
poor tolerance to the drug. If more than 0.625 mg. daily was 
taken, unpleasant gastrointestinal symptoms developed, an un- 
common reaction, which necessitated discontinuance of the 
therapy for days at a time. The small dosage tolerated resulted 
in no improvement. X-ray therapy with the purpose of castrating 
the patient was then given. She received 10 treatments between 
April 4 and April 22, 1954, with a total depth dose to the ovaries 
of 1,200 r units, which was accomplished by giving 1,000 r 
units anteriorly and 1,000 r units posteriorly to a 10 by 20 cm. 
field over the pelvis. Complete amenorrhea followed, although 
the patient states she feels as though she “were about to 
menstruate” every month. Therapy with dihydrotachysterol was 
discontinued. 

Improvement set in immediately after the castration and be- 
came more marked as time went on. At the time of writing, 
one year after the x-ray therapy, the patient states emphatically 
that the attacks occur less than one-fifth as frequently as 
formerly and that the severity is not half as great. The haunt- 
ing fear of almost unbearable attacks is now gone. 

For one period of several weeks’ duration, about three months 
after the castration, there was a recurrence of symptoms. This 
followed the use of natural estrogen (estrone) intramuscularly 
for relief of menopausal symptoms. Estrogen therapy was dis- 
continued and was replaced by therapy with synthetic estrogenic 
substance (diethylstilbestrol) > intramuscularly. The symptoms 
again subsided promptly, which appears to me to be proof of 
the important role of estrone in this case of tetany. The extra- 
systoles have practically disappeared during the past eight 
monihs. 

Case 2.—A 29-year-old white married woman was admitted 
to the hospital in August, 1954, for observation for tetany of 
six months’ duration. History prior to onset of tetanic attacks 
in February, 1954, was essentially negative. Menses began at 
age of 11 years. They were regular until six months previous 
to admission, occurring every 30 days and lasting 4-5 days. Dur- 
ing the previous six months they had occurred irregularly at 
intervals of three and one-half to six weeks. She had had two 
full-term pregnancies—two children living and well, aged 22 
and 11 years. There had been one spontaneous miscarriage of 
a three months’ pregnancy nine years previously. The patient 
denied any serious ailments prior to onset of the present 
complaint. 

The attacks always occurred during the week preceding 
menstruation, except for one spasm that occurred on the first 
or second day after menstruation had set in. The hands were 
chiefly involved, the right more frequently than the left. On two 
occasions the right leg was involved. The contractions lasted 
one-half to one hour. The patient described them as only 
moderately painful when occurring in the hand but very painful 
when the leg was involved, so that she “could hardly walk.” 
She stated that the contractions were followed by numbness 
and tingling in the limb involved and that occasional attacks of 
numbness and tingling occurred without any muscular spasms. 
A demonstration by the patient of the position of the hand dur- 
ing a spasm showed a typical “obstetrician’s hand.” 

The patient described the attacks as “very frightening.” She 
had consulted several physicians without relief. A suggestion that 
she consult a psychiatrist had been made but had not been 
acted on. The physical examination was entirely negative. The 
neurological examination was negative, except for a strongly 
positive bilateral Trousseau sign. Chvostek and peroneal signs 
could not be elicited. An Erb’s test was refused by the patient. 
Deep reflexes were normal. No cataracts were present. Labora- 
tory findings were essentially negative: Red and white blood 
cell counts, hemoglobin level, and differential counts were with- 
in normal limits. Blood potassium value was 15.7 mg. per 100 
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cc.; blood phosphorus, 3.8 mg. per 100 cc.; blood urea, 20.0 
mg. per 100 cc.; uric acid, 4.4 mg. per 100 cc. On Aug. 12, 
1954, blood calcium and total blood protein values were as 
follows: blood calcium, 10.9 mg. per 100 cc.; total blood pro- 
tein, 6.6 gm. per 100 cc. These findings indicated a theoretical 
ionized blood calcium value, according to the McLean and 
Hastings chart,* of 4.75 mg. per 100 cc. On Aug. 16, 1954, the 
findings were as follows: blood calcium, 10.0 mg. per 100 cc.; 
total blood protein, 6.6 gm. per 100 cc. The ionized calcium, 
according to above-mentioned chart, was 4.6 mg. per 100 cc. 

The patient was given therapy with dihydrotachysterol; 1.25 
mg. was given daily except during the week preceding expected 
menstruation, at which time the dosage was increased to 1.875 
mg. daily. The menstrual cycle became regular; menstruation 
again occurred every 30 days, as prior to the onset of tetany. 
Her tetanic attacks ceased. They have been entirely absent, with 
the exception of several slight attacks prior to the third period 
after beginning treatment with dihydrotachysterol. The reason 
for this recurrence was thought to be a reduction of dosage of 
the medicament during the previous month to 0.625 mg. daily 
for three weeks and 1.25 mg. daily for the week preceding 
menstruation. This dosage was apparently inadequate at that 
early stage of therapy and was accordingly increased to the same 
amounts as previously taken. After six months of treatment with 
dihydrotachysterol, the dosage was again reduced to 0.625 mg. 
and 1.25 mg. daily, respectively, with no further attacks. 

It should be mentioned that a number of blood calcium de- 
terminations were made during the time of treatment. All find- 
ings were between 9.5 and 11.0 mg. per 100 cc., as they had 
been before the beginning of therapy. This is one of the many 
instances of clinical improvement in cases of normocalcemic 
tetany treated with dihydrotachysterol without any correspond- 
ing increase in the total blood calcium. 


Summary and Conclusions 


Tetany may occur with normal blood calcium. The 
role of ionized calcium in tetany is obscure and re- 
quires further study. Such study would be greatly facili- 
tated by the discovery of a practical method of determin- 
ing the ionized calcium content in the blood. In women 
with tetany, attacks occur chiefly during the time of 
highest estrone concentration in the blood, i. e., the 
week preceding menstruation and the latter half of preg- 
nancy. This is true in normocalcemic as well as in hypo- 
calcemic cases. 

It is therefore concluded that estrone may be a potent 
factor in many cases of tetany occurring in women. Di- 
hydrotachysterol (A. T. 10) is of great therapeutic value 
in most cases of both normocalcemic and hypocalcemic 
tetany. In severe cases not responding to therapy with 
dihydrotachysterol, castration should be considered, es- 
pecially in women at or near the menopause. Two cases 
of tetany were treated with excellent results, one by 
x-ray castration and the other with dihydrotachysterol. 


402 Sherland Bldg. 





Diagnosis of Thyrotoxicosis—The diagnosis of thyrotoxicosis 
can be made in most instances by intelligent use of the medical 
history, physical examination, basal metabolic rate and serum 
cholesterol. The I'*1 uptake and PBI are an asset in the diag- 
nosis of certain problem cases. These two newer tests will be 
used unwisely, however, unless it is realized that they do not 
measure the degree of clinical sickness called thyrotoxicosis. It 
is important to realize that they measure only the rate of cer- 
tain functions of the thyroid gland itself. Unfortunately, iodides 
are administered most frequently in clinical states associated 
with dyspnea, where the use of the I'*1 uptake technique is be- 
coming widespread. The serum PBI determination is so difficult 
to perform with consistent accuracy that its use is largely limited 
to university laboratories —W. H. Beierwaltes, M.D., The Diag- 
nosis of Thyrotoxicosis, Annals of Internal Medicine, January, 
1956, 
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EVALUATION OF THE BERENS-TOLMAN 
OCULAR HYPERTENSION INDICATOR 


COMPARATIVE STUDY OF THE BERENS-TOLMAN 
OCULAR HYPERTENSION TONOMETER AND THE 
SCHIOTZ TONOMETER IN: GLAUCOMATOUS 
AND NONGLAUCOMATOUS PATIENTS 


Mortimer R. Cholst, M.D., Brooklyn, N. Y. 
and 


Isaak Horovitz, M.D., New York 


The ocular hypertension indicator is a tonometer de- 
vised by Berens and Tolman as a simplified instrument 
(see figure) for determining increased intraocular pres- 
sure.’ It permits an examiner to determine, within suit- 
able limits of accuracy, whether tension falls within a 
range or “bracket” of tensions that is above normal (25 
mm. Hg), that is within normal, or that is below 
normal. Emergency tension requires the immediate at- 
tention of the ophthalmologist who is acting as instructor 


and sponsor for the physician. The purpose of this in- 


strument is to assist general practitioners in quickly 
screening patients, especially those over 40 years of age, 
for the possible presence of glaucoma as indicated by 
increased pressure in the eye.* This is of vital importance, 
since it is well known that chronic glaucoma is insidious 
and its early diagnosis may prevent blindness. Further- 
more, statistics recently presented by the Philadelphia 
Committee for the Prevention of Blindness revealed 
that, in a survey of over 10,000 workers past 40 years of 
age, 280 persons, or 2.7% of the total group, had pre- 
viously undiagnosed ocular hypertension. 

A recent report from the Glaucoma Detection Pro- 
gram at Wright-Patterson Air Force Base disclosed that, 
of 238 civilian workers over 40 years of age tested with 
the Berens-Tolman tonometer, 7, or 2.9% , had an ab- 
normally elevated ocular tension.’ It was felt that pa- 
tients attending the glaucoma clinics at the New York 
Eye and Ear Infirmary afforded an excellent opportunity 
for ascertaining the efficacy of the Berens-To!man in- 
strument by comparing the results with those of a stand- 
ard Schigtz tonometer. 


Method and Material 


A standard Schigtz tonometer with the 5.5 gm. weight 
was employed throughout the study. The same patients 
were also examined with a Berens-Tolman hypertension 
tonometer, which directly indicates the range of tension 
as normal or abnormal. A total of 180 patients from the 
glaucoma clinic was studied. These patients included 
those with chronic glaucoma, some of whom had under- 
gone surgery; secondary glaucoma; congenital glaucoma; 


From the Department of Research, New York Eye and Ear Infirmary. 

This study was aided by grants from the Ophthalmological Foundation, 
Inc., and the Department of Research, New York Association for the 
Blind. 

1. Berens, C., and Tolman, C. P.: An Ocular Hypertension Indicator 
(Tonometer), J. A. M. A. 142: 1360 (April 29) 1950 

2. Berens, C., and Tolman, C. P.: Prevention of Blindness from 
Glaucoma: The Education of Physicians in the Use and Application 
of the Hypertension Indicator, Acta XVI Concilium Ophthalmologicum 
2: 1499-1503, 1950. 

3. Brav, S. S., and Kirber, H. P.: Mass Screening for Glaucoma, 
J. A. M. A. 147: 1127-1128 (Nov. 17) 1951. 

4. Buesseler, J. A.; Andrews, A. C., and Schreuder, O. B.: Glaucoma 
Detection Program at Wright-Patterson Air Force Base, Tr. Am. Acad. 
Ophth. 56: 982-984 (Nov.-Dec.) 1952. 
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and absolute glaucoma. Their ages ranged from 23 to 76 
years, with the majority between 46 and 65 years. A 
small control series of 32 patients over 40 years of age 
with refractive errors were also screened; they were not 
patients at the glaucoma clinic. 

The tension measurement was taken as follows: The 
patient was placed in a horizontal position with feet and 
legs on the same plane as the body. The subject’s finger 
tip was utilized for fixation, and the tonometer was 
placed while the eyes were maintained in a position look- 
ing toward the ceiling. Two drops of 0.5% pontocaine 
were instilled at one minute intervals and the tonometer 
applied to the cornea. In all cases, the same examiner 

Condition 1 — Normal Tension 


(lilus tration 1) 
The O.H.I. is adjusted so that when the 
pressure is 25mm. of mercury (Hg), the 
space between the 2 lines on the plunger 
is exactly divided bythe reference line on 
the footplate member. This condition can 
be resolved within, plus or minus, 3 mm. 
Hg. The observer can be certain — after 
practice tests — that if the space between 
the 2 lines appear to be exactly bisected, 
the ocular pressure is between 22 and 28 
mm.Hg., which is the range of normal ocu- 
lar tension, according to 1948 standards. 


Condition 2 — Hypertension 

(I lustration Il) 
If the index lines are not centered, with 
respect to the reference line but are dis- 
placed obviously toward the red dot, hy- 
pertension is present. 
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Condition 3 — Emergency Hypertension 
(Illustration lil) 

If the displacement toward the red dot is 

sogreat that the lowerline on the plunger 

is in alignment with the reference line, the 

hypertension is at an emergency level. 


This is the top limit of movement — the 
Pressure may be much more than 47mm.Hg. 


Condition 4 — Hypotension 
(Ilustration 1V) 

If the displacement of the 2 lines on the 
plunger— away from the red dot, with re- 
spect to the reference line—is such that 
the upper line of the pair is in alignment 
withthe reference line, sub-normal tension 
is indicated. If the displacement is so 
great that both lines are below the refer- 
ence line (away from the red dot) patho- 
logical hypo-tension is indicated. 





A, Berens-Tolman hypertension indicator as it is placed on the eye. B, magnification of 
C, description 


reading portion of tonometer, showing example of extreme hypotension. 
of use of indicator. 


determined the tension with both tonometers. Of the 
group of 180 patients with glaucoma, 98 had their ten- 
sion taken with the Schigtz tonometer, and, after a 20 
minute interval, the tension was reevaluated with the 
Berens-Tolman ocular hypertension indicator. In the re- 
maining 82 glaucoma patients the procedure was re- 
versed, so that the Berens-Tolman indicator was applied 
first, followed by examination with the Schigtz tonom- 
eter. An interval of 20 minutes between the tests was 
deemed sufficient to negate the effect of any softening 
of the eyeball due to the pressure of the footplate by the 
application of the first tonometer. 


Observations 
In the 180 glaucoma patients reviewed, 57 eyes had 
an elevated tension between 30 and 60 mm. Hg with the 
Schigtz tonometer. In this group with elevated tension, 


OCULAR HYPERTENSION—CHOLST AND HOROVITZ 





©) '@) 





J.A.M.A., Feb. 25, 1955 


54 eyes registered high on the Berens-Tolman tonometer. 
In the remaining three eyes, tension determined with the 
Schigtz tonometer was 30 mm. Hg in two eyes and 32 
mm. Hg in one eye, but the Berens-Tolman hypertension 
indicator registered these as within the normal range. 
In 35 glaucomatous eyes with ocular tension below 15 
mm. Hg Schigtz, the Berens-Tolman tonometer indicated 
low in all cases. The remaining eyes in the glaucoma 


. Series registered a tension between 19 and 28 mm. Hg on 


the Schigtz tonometer and normal on the Berens-Tolman 
indicator. 

In the control series of 32 patients with refractive 
errors only, all ocular tensions recorded by means of the 
Schigtz tonometer were withir normal limits 
except for one patient with a tension of 14 mm. 
Hg. The Berens-Tolman indicator revealed a 
corroborative low in the latter case and normal 
for the other 31 cases. 


Mus. 1 


© 
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Summary and Conclusions 
In a comparative study of 180 patients with 
glaucoma, the Schigtz tonometer and the Berens- 
Tolman ocular hypertension indicator were 
utilized. Fifty-seven eyes were found to have an 


Mus. I elevated tension with the Schigtz tonometer. Of 


this group only one eye, in which the tension 
was 32 mm. Hg Schigtz, and two eyes, with 
tension of 30 mm. Hg Schi¢tz, failed to indicate 
a high reading on the Berens-Tolman tonometer. 
In the other eyes with glaucoma with no eleva- 


Niws. Il tion of tension on the Schigtz tonometer, normal 


and low tensions were accurately corroborated 
by the Berens-Tolman indicator. In a control 
series of 32 patients with refractive errors and 
without elevation of intraocular pressure there 
was no discrepancy in the recordings of the two 


Hilws, 1V tonometers. This study indicates that the Berens- 


Tolman ocular hypertension indicator is an 
accurate and relatively simple instrument with 
which to evaluate the intraocular pressure above 
25 mm. Hg. Ocular tension above this reading requires 
referral to the ophthalmologist by the examining phy- 
sician. 

1 Nevins St. (Dr. Cholst). 





Leptospirosis —Other than Weil’s disease is widespread in North 
Carolina and probably elsewhere in the United States. The type 
of infection appears to be mild, for the most part accompanied 
by a jaundice appearing late in the disease and caused by strains 
which are also infecting domestic animals. Leptospirosis among 
domestic animals is frequently seen by veterinarians. When such 
a diagnosis is made, the owner and other human contacts of the 
animals should be alerted to the possibility of human disease. 
Laboratory tests for leptospirosis, such as the agglutination test 
using killed organisms, are procedures which may be performed 
profitably by the State Laboratory as an aid in the diagnosis of 
leptospirosis. Difficulties in maintaining stock cultures and pre- 
paring antigens make the tests unsuitable for small laboratories. 
—N. Hirschberg, Ph.D.; L. Maddry, Ph.D.; and M. Hines, D. V. 
M., Laboratory Services in the Diagnosis of Leptospirosis, Amer- 
ican Journal of Public Health, January, 1956. 
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SPECIAL ARTICLE 








This is the first part of a two-part study of newspaper 
medical coverage made during a seven-month period in 
the San Francisco area. Part 2, an evaluation of the 
findings, will be published in the March 3, 1956, issue of 
THE JOURNAL.—ED. 


FACTS AND FEELINGS ABOUT NEWSPAPER 
MEDICAL COVERAGE 


1. STATISTICAL STUDY OF 1,260 NEWSPAPER CLIP- 
PINGS FROM EIGHTY-NINE NEWSPAPERS DURING A 
SEVEN-MONTH PERIOD IN THE SAN FRANCISCO AREA 


Harry A. Wilmer, M.D., Ph.D., Menlo Park, Calif. 


If one searches the medical literature to learn how 
the doctor, medicine, and the medical institution are 
dealt with in newspapers, one finds only subjective an- 
swers. I have discovered no statistical study of medical 
news as handled in the daily press. The subjective 
analysis by Backlin ' of 10 years’ news clippings about 
mental illness in Sweden is unique. To evaluate news- 
papers’ attitudes toward medicine and the effect of the 
interpretation of medical ethics on news and what the 
public reads about medicine in the daily papers, it is 
necessary to have more than subjective opinions. 


Method of Study 


The public relations committee of the San Mateo 
County (California) Medical Society employed a pro- 
fessional news-clipping bureau to obtain all news stories 
in which a physician’s name appeared. From February 
to September, 1954, a total of 1,260 articles of a linear 
mass of 10,123 in. of news space was procured. The 
sample came from 89 newspapers within a radius of 50 
miles from San Francisco, an area with a total popula- 
tion in excess of 3 million people. The population of the 
area is approximately 50% metropolitan, and within the 
area are 16 senior colleges and universities and two lead- 
ing medical schools. It was felt that by taking every 
article until more than 1,000 were procured, a satisfac- 
tory sample would be accumulated. Since all the clip- 
pings were supplied by the bureau, there is no way of 
determining how many articles may have been missed. 

According to Berelson * content analysis assumes that 
inferences about the relationship between intent and 
content or between content and effect can validly be 
made. Content analysis assumes that the study of the 
manifest content is meaningful. Content analysis also 
assumes that the quantitative description of communica- 
tion content is meaningful. This assumption implies that 
the frequency of occurrence of various characteristics 
of the content is itself an important factor in the com- 
munication process, under specific conditions. 

We have no data on news coverage of nonmedical 
topics for relative comparison. We have made ni: effort 
to validate the reliability of all of these stories with phy- 
sicians and reporters, since this would be an almost im- 
possible task. Since all items came as clippings, we have 
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no data on the relative importance of display according to 
page number and position on the newspaper page. It 
was immediately apparent that the categories into which 
one subdivided the material were of great importance 
and, in some instances, involved an arbitrary decision 
It is not that the categories used are the best but only 
that they are clearly defined. It should be appreciated 
that the categories are established not to be mutually ex- 
clusive necessarily but to show the total amount of news 
falling in any one category. For example, if one wishes 
to know how much space is devoted to honors and prizes 
as a measure of distinction or acclaim, it is obvious that 
this will cross over the line of several categories. By 
the same reasoning, one may compare all awards and 
honors with all medical society news if one realizes that 
the latter includes some of the former. 

It was decided to survey both the mass and content of 
all news stories within a stated time interval and geo- 
graphical area in which a physician’s name appeared 
The mass analysis is simply the breakdown of the total 
medical news mass into separate categories and the 
further breakdown into average length of stories in these 
categories. 

Content analysis involves “who said what to whom, 
how and with what effect” (the who determined by the 
nature of our sample; all “who's” are physicians, but not 
all “who’s” are practicing). The “to whom” is often 
implicit, i. e., speech to medical society or the public, 
but when a newspaper converts the original “to whom” 
(other physicians) to a second “to whom” (newspaper 
readers) the reporter converts the message for the sec- 
ond audience. It becomes in effect hearsay, and inher- 
ently in this aspect (“this is what someone said to some- 
one else”) rests the physician's fear of distortion by the 
reporter and the relative skill of the science writer; how- 
ever, it is essentially the “what” in which we are inter- 
ested. No attempt is made to analyze the “how” or the 
“with what effect” in a statistical manner. Conclusions 
in this study relate to only one geographical area in one 
period of time according to selected categories. 


Categories of Study 

Major Newspapers: General Comparisons.—Table | 
ranks the total space allocated to medical news in the 
major newspapers within the area. Five papers studied 
have a circulation in excess of 100,000. The 12 major 
newspapers published just over-half of all the medical 
news, the remainder being divided among 77 smalle: 
newspapers. The total daily and Sunday circulation of 
the 12 major newspapers exceeds 2 million subscribers 
There is a striking range (22 to 1,858 in.) showing that 
medicine is not considered equally newsworthy by all 
papers. The San Francisco Chronicle accounts for nearly 
85% of the medical copy in that city, which has fou 
newspapers of over 100,000 circulation. Figure | is a 
bar diagram showing the relative proportion of medical 
news in San Francisco papers. Two San Francisco pa- 





Assistant Clinical Professor of Psychiatry, Stanford University, San 
Francisco. 

1. Backlin, E.: Psychiatrists and the Press, Svenska |dk.-tidning. 31: 
1193-1208 (Oct. 5) 1934. 

2. Berelson, B. R.: Content Analysis in Communications Research, 
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pers are compared as to the relative quantity of space 
devoted to four major diseases. It is to be noted that 
these two papers, with the exception of tuberculosis, are 
not comparable in relative publicity afforded cancer, 
mental disease, and poliomyelitis. In table 2 these two 


TABLE 1.—Medical News Ceverage in Papers with Circulations 
over 19,000, Ranked According to Amount Printed 
Between February and September, 1954 


Medical News 
Coverage 





Cireu- on, 
No. Paper lation* In. % 
1 San Francisco Chronicle.............. 160,607 1,858 31.5 
253,461¢ 
2 OT MED gg pits. dude cicortesw 183,583 1,051 17.8 
203,421t 
3 ge ee 39,015 572 9.7 
4 San Jose Mercury.......... edawetened 36,413 499 8.7 
5 Richmond Independent ............... 30,313 434 7.3 
6 oe 21,894 413 7.0 
7 San Mateo Times-Leader.............. 19,093 351 59 
8 San Jose Mereury-News (combined)...  95,011t 237 4.0 
9 Beat WECMCCO NOB ia. occ cndicccscccces 109,151 181 3.0 
10 San Francisco Examiner.............. 218,412 160 2.7 
516,009t 
11 Santa Rosa Post-Democrat........... 25,277 129 2.1 
26,015t 
12 San Francisco Call-Bulletin........... 136,317 22 0.3 
Total daily cireulation............. 980,075 5,907 100.0 
Total Sunday cireulation.......... 1,093,917 
Total combined circulation........ 2,073,992 


* International Year Book for 1954, New York, The Editor & Publisher 
Co., Ine., vol. 87, no. 9, Feb. 26, 1954. 
+ Sunday circulation. 


newspapers are further contrasted with the Oakland 
Tribune as to these major diseases. The San Francisco 
Chronicle and the Oakland Tribune carry more medical 
news than any other newspapers studied. These two pa- 
pers together printed 28.6% of all medical news in this 
study. While they devoted approximately the same 


a 





ZZ 


100 






Y 





4 





O 


A: 






Uf 
Wh, 


fo — 





| 
LM 





WY 


= 








60 — 


i 
Vp 


W 





FO = 


PéR CENT 


20— 














Fig. 1.—Relative proportion of medical coverage of four major diseases 
in two San Francisco newspapers to all medical news. Left, all medical 
news coverage in San Francisco newspapers. Center, coverage in Chronicle 
(380 in.). Right, coverage in Examiner (79 in.). 


amount of space to poliomyelitis and tuberculosis, the 
figures in the categories of mental health and cancer are 
reversed. Table 3 shows medical news coverage in the 
San Francisco Chronicle and the Oakland Tribune ac- 
cording to eight subtopics. There is a striking parallel: 
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both papers allotted almost identical space to feature 
articles, research, awards and accomplishments, and ref- 
erences to the personal life of a physician. The Chronicle 
accounted for slightly greater space in editorials and 
columns and to physicians in trouble. The Chronicle also 
gave 9.4% more space to health foundations and medical 
society news. The Oakland Tribune, on the other hand, 
showed greater coverage of public health and hospital 
news (10.8% ) and speeches. 


TABLE 2.—Medical News Coverage in Three Metropolitan 
Dailies, According to Major Disease Categories 


San Francisco Oakland San Francisco 

Chronicle Tribune Examiner 
so ar - ‘ 

No. Subject In. % In. % In. % 
1 Poliomyelitis....... 158 41.6 71 43.5 15 19.0 
2 Mental health....... 135 35.6 23 14.1 7 8.9 
3 RP cindesessvess 56 14.7 54 33.2 50 63.2 
4 Tuberculosis........ 31 8.1 15 9.2 7 8.9 
pe em 380 100.0 163 100.0 79 100.0 


Length of Articles —The average length of all articles 
studied was 8 in.; 73.5% fell within 1 to 9 in., 19.8% 
were 10 to 19 in., while only 6.7% ran more than 20 in. 
Most of the long articles concerned public health and 
public health officers, followed by fund-raising news, 
county medical society news, murder (insanity), re- 
search, and conventions. The longest were full-page fea- 
tures on mental health and cancer. 

General Categories of Medical News.—Fifteen cate- 
gories of medical news were selected after studying all 
the clippings. In a few instances there is overlapping, so 
that some articles appear under two classifications. The 
categories and the overlapping will be defined as each is 
discussed. Table 4 shows the general categories ranked 
according to space or mass, as a quantitative measure of 
newsworthiness. In this table is also listed the number of 
articles in each category, denoting item frequency. Space 
and number ranking differ; for example, references to 


TABLE 3.—Medical News Coverage in Two Metropolitan 
Dailies, Ranked According to Space Given Eight Subtopics 
San Francisco Oakland 


Chronicle Tribune 
Sry a \ 
of 


No. Subject In. % In. % 
1 Medical feature ....<.<ccece issecoom 535 28.8 311 29.5 
2 Publie health, including hospitals 

ED  Kinnictcnciicgine cease 401 21.6 340 32.4 
3 Research, awards, and aeccomplish- 

TAGES Hide didvccvevcviovescsstocdocese 270 14.5 161 15.3 
4 Medical societies and foundations.. 261 14.1 50 4.7 
5 Personal: death, marriage, divorce, 

ee ee eee 137 7.5 73 7.0 
6 Physician in trouble (malpractice, 

discipline, and others)............ 118 6.5 48 4.6 
7 ee ee eee 59 3.3 44 4.2 
8 Editorials and columns............. 67 3.7 24 23 

RE ndediat-t 5 aouddtes sce acweode due 1848 100.0 1,051 100.0 


personal life of a physician are fourth in frequency of 
item but ninth in amount of space, indicating a large 
number of short articles. There is a further ranking of 
articles according to average length that takes into con- 
sideration both space and number and is perhaps a more 
valid criterion of what newspapers consider important. 
This does not follow the same order as total space, since 
a few articles of long length place a category such as 
free care in 4th rank as compared to 14th in total space 
and malpractice becomes 8 instead of 15. 
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Public Health.—More total space is devoted to public 
health than in any other category. Public health includes 
sanitation; public treatment centers such as youth cen- 
ters, emergency care centers, speech and hearing clinics, 
immunization clinics, and children’s clinics; health haz- 
ards such as accidents, poisons, water and air pollution, 
and pasteurization; reports on infectious and com- 
municable diseases emanating from public health offi- 


TABLE 4.—General Categories of Medical News Coverage 


Leneth, No.of 


No. Subject In. Articles 
Ranked According to Total Space Given 
1 EE sc alad occesckuncecestwesssawtvieseace 5.946 793 
2 Editorials, features, and columns................ 2,493 173 
3 ET ai eeiclise ca ce ian eenetss teenie waentont 1,708 172 
4 County medical society news..................... 985 96 
5 car. peck aten sccketaceaces 974 105 
6 I I is Sig ic toa scence ne aeenels 681 106 
7 i citidocudah onaneaahasnenitne 5M 97 
. Ns nein biadedaatinnandnbewh 568 107 
«9 IN SS cn kobcdenessceenpebaecenctes 495 126 
10 aie hc ees ech idaewaehenerens 394 104 
11 I III noc. 0cs vdnciendnccdgecdskas 379 53 
12 IN rata aus iccdvestebsan 0<0sadsunsnns 259 31 
13 Doctor-patient relationship ...................... 271 39 
14 EN ae ee eee ee pee 125 14 
15 I cd cwnGh ik anecksestenousbhas- chewnsawds 106 21 


Ranked According to Average Article Length 


1 Editorials, features, and columns............... 10.4 
2 County medical society news.................... 10.1 
3 St tee eets cup cenae rusdueanesecenoeesee 9.9 
4 EE ee eee es sate eedewneeseithnennesewes 8.9 
5 i eee Na tens cccuaebuaetnees cakes neneee 8.3 
6 i ie eee ond ua hueda kee oanie 7.5 
7 PONS DOMOREION  oic.iccicccds vcccccwenescss 7.2 
8 eS ihe cb ice atid abekGnnd sae pe biieeees 6.7 
4 I ME oo iaiccsas66or pcb secenkenes see 6.5 
10 cg Nn ee 6.0 
11 Doctor-patient relationship ...................... 5.7 
12 cb b-50usct onacasdiobasevectus 5.3 
13 EO RE See eee ee ne 4.3 
14 En dec nckichebhenetieeend ons 3.9 
15 I fn oan cscohecdevedeeeenksncewe 3.8 


cials; surveys on health and public facilities; civilian de- 
fense; Red Cross, tuberculosis, heart, cancer, and polio- 
myelitis foundation news; case-finding programs; public 
hospitals; nursing in public institutions; U. S. Public 
Health Service; public health jobs; social services; hos- 
pital controversies involving public welfare; coroners; 
cemetery strike; prison hospital news; and health de- 
partment rehabilitation programs. The overlapping in 
this category consists only in hospital articles, where 
some but not all are also included under hospitals. The 
Public Health classification includes those items coming 
under the consideration and jurisdiction of public health 
Officials but no others. 


Table 5 lists nine subheadings of public health news 
ranked according to space and average length. The 
health foundations, including the major fund-raising or- 
ganizations, account for the greatest bulk of news. They 
are also accorded the greatest average length of article. 
The second ranking in space is given to hospitals, third 
to sanitation, and fourth to public health jobs. The pub- 
lic health physician is not only free to instigate news- 
Paper stories without criticism by his colleagues but in 
addition is often their spokesman. It is of interest to note 
that while only 6.5% of the space is devoted to surveys 
and public health reports, these articles rank second in 
average length. Infectious and communicable diseases 
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rank sixth (5.4% ) in space but are accorded the short- 
est articles. The variability in average length of article 
among the first five categories is negligible. Ranking ac- 
cording to space is further illustrated diagrammatically in 
figure 2. 

Medical civil defense news accounted for only 1.2% 
in space. As evidence that this is grossly disproportionate 
to its importance, one can cite the fact that it ranks third 
(with the exception of miscellaneous) in average length 
of article, being only 0.3 in. less than the first-ranking 
item. A study of the news space allowed major health 
foundations in all papers shows that poliomyelitis had 
405 in. (25% ); cancer, 352 in. (21.7% ); mental health, 
277 in. (17% ); tuberculosis, 265 in. (16.3% ); heart, 
87 (5.3% ); and miscellaneous, 238 (14.7% ). There 
tends to be an equality between the four major health 
foundations, with poliomyelitis exceeding the second- 
ranking disease (cancer) by only 3.3%. Figure 3 is a 
comparison of the news space allowed foundations, in 
relative number of articles, with that for research news. 
In the research category, poliomyelitis received 9% of 
the news as compared to 25% for poliomyelitis founda- 
tion news. Health foundations account for 1,624 in. 
of space, or approximately 15% of all medical news 
(table 5). In the seven month interval studied, polio- 
myelitis led the list. This, however, was not due to a 
large fund drive but to a large-scale immunization pro- 
gram reported in 26 articles. 

Hospitals—The second-ranking medical category 1s 
hospitals, including administrative and staff problems 
and disputes; building and improvement; financing; aux- 
iliaries; hospital programs; Veterans Administration hos- 


TaBLE 5.—Public Health News Coverage in All Papers 


Length 
~ 
No Subject No % In 
Ranked According to No. of Articles 
1 Health foundations ......... i 146 7 10.4 79 
2 ne eee : sccce 71.0 145 4.2 
3 PD -ceccteesesiaeses o 136 1.1 O13 14 
4 Public health jobs........... otal 13.6 70 12.2 
5 Surveys and reports....... — M4 5.3 876 6.5 
6 Infectious and communicable 
GN. 956 6 oki tee cveeds tataes 58 9.0 815 4 
7 Accidents and safety................ 32 50 aes | i” 
Ss ne ; s 12 123 - 
i) Cee GED ééccnndavsan Soir euaee 7 11 74 12 
WED shumbdiinnckciseassdoncss 743 100.0 » 46 100.0 
Ranked According to Average Length 
1 Foundations .. F 10.6 
2 Surveys and reports 10.5 
3 Miscellaneous ........ 15 
4 Civil defense ....... 10.3 
i) ET vitasccdedeasd ] 
6 Accidents and safety..... ss 
7 Public health jobs............ . 
s DE chinsdecanaebacndesss 6.7 
y Infectious and communicable diseases ; 4 


pital staff, building, and programs; nursing programs; 
and staff appointments such as radiologist, anesthesiolo- 
gist, superintendent, and director (these two also in- 
cluded under appointments). Hospital news coverage was 
broken down into the following subtitles or slants: staff 
and personnel covered in 67 articles (38.9% ); criti- 
cal, 30 (17.5%); construction and improvement, 28 
(16.3% ); finance, 22 (12.8%); praise, 4 (2.3%); 
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and miscellaneous, 21 (12.2%). Two out of three of 
the critical articles dealt with a particularly acrimonious 
hospital controversy. A controversy of this intensity oc- 
curs infrequently, and the figures are thereby weighted. 

County Medical Society News.—The next ranking 
quantity of medical news reported county medical so- 
ciety items, including announcements and reports on 
county society meetings; statements by officials of so- 
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Fig. 2.—Ranking of public health coverage according to total space. 


cieties On: Commissions, economics, prepaid program, 
insurance, hospitals, speakers’ bureau, and other ac- 
tivities for public education; and services such as county- 
wide 24-hour emergency telephone service. All items 
on fees or insurance are also included under the larger 
category of economics, to which county society news 
contributed 37%. The ranked number of articles (985 
in.) accorded shows: fees and insurance, 30 (31.2% ); 
hospital “scandal,” 24 (25%); public service, 23 (24%); 
meetings, 10 (10.4% ); discipline of physician, 3 (3.1%); 
and miscellaneous, 6 (6.3% ). The physician, medicine, 
and the medical organization were presented in such a 
way as to increase public confidence and respect, i 

in a favorable light, in 77.1% of county society news 
articles. There were 14.6% that were questionably un- 
favorable and 8.3% unequivocally unfavorable. All of 
the latter related to the hospital controversy previously 
mentioned. The county society’s president (nine coun- 
ties represented ) was the source of half of county medical 
society news, the rest coming from the secretary or indi- 
cating no specific source. In figure 4 the news dealing 
with county medical societies is compared with the seven 
major categories of all medical news, of which county 
society news is seventh. It will be noted that economics 
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is missing from the major categories but is the largest 
segment of county society news. The second segment 
is disputes and discipline. These two segments together, 
dealing with controversial matters, account for over 50% 
of medical society news. 

Private Practice of Medicine.—Ninety-six articles 
covered the private practice of medicine, including: ac- 
tual care of patients’ illnesses, not talks; economics; un- 
usual cases; cures; obstetric items; physician’s statements 


to press about treatment problems in private practice; 


physician named as treating important patient; the 
anonymous physician who rendered treatment; all mal- 
practice and discipline items of private practitioners 
(also under malpractice); new offices, associates, re- 
tirement, and beginning practice (these three also under 
personal reference); and doctor-hero stories. Of these, 
44 dealt with malpractice, abortions, moral charges, dis- 
cipline, and legal involvement. The remainder (54.5% ) 
report favorable aspects of private practice, including 
establishing or retiring from practice, public service, and 
facilities for care of patients. It is interesting that out of 
more than 1,200 articles only 13 describe a private physi- 
cian’s treatment of an unusual case. It is of some interest 
also that there were almost exactly the same number of 
clippings dealing with private practice as with county 
society news; but the county society articles were almost 
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Fig. 3.—Comparison of news space. Left, research news (111 in.). 
Right, foundation news (146 in.). 


twice as long as the former. A study of the individual 
articles shows that malpractice stories are not given 
prominent and extensive space in the majority of in- 
stances and that those dealing with the favorable aspects 
of private practice are not nearly so “newsworthy” 
(average length) as those originating from the county 
societies, the latter being the spokesman for the individ- 
ual physician. 
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Doctor-Patient Relationship.—While the doctor-pa- 
tient relationship (including public relations committee 
reports and statements dealing specifically with improve- 
ment of personal relationship, articles featuring “personal 
physician” concept and medical studies on psychology 
of this relationship, but no articles on malpractice) is 
part of the private practice of medicine, it is nonetheless 
a part of public health medicine and the care of all pa- 
tients. It is for this reason given separate consideration. 
There were only 39 articles on this subject. 


Honors, Appointments, and Prizes.—In category 8 
of table 4, honors and awards (including articles on 
presidents of societies; staff; special medals and awards; 
appointments to boards; commissions; regents; trustees; 
civic appointments such as service clubs, United Cru- 
sade, and medical foundations and associations; uni- 
versity and Veterans Administration appointments; state 
and local health officer appointments; and hospital su- 
perintendents and directors), there are 107 articles. 
There were 24 articles reporting honors or awards and 
83 reporting appointments. The top three groups of 
appointments are public health, 22.9%; university and 
hospital, 19.3% ; and psychiatry, 15.7%. They receive 
about equal news emphasis with private practice. There 
is some overlapping between this category and hospita!s 
and public health insofar as appointments to staff are 
concerned and also in regard to medical society news 
relating to the election of society officers. 


Professional Meetings and Professional Education.— 
Professional meetings is the broadest category of or- 
ganized medical activities and includes articles on all 
national, state, and local meetings; all convention notices 
and reports, also auxiliary and ancillary services such 
as physical therapy; all announcements of meetings of 
heart, poliomyelitis, cancer, and other organizations; all 
forums, specialty meetings, and conferences; and all 
programs as well as professional scientific education. It 
includes all state, national, and local meetings. The 
category professional education is a segment of profes- 
sional meetings and deals only with strictly scientific 
matters. This category includes articles on national and 
state meetings reporting only scientific matters, papers, 
and panels; scientific lectures to nurses; major scientific 
addresses such as annual lectures and major university 
addresses; and veterans’ scientific educational programs. 
Thus in table 4 one cannot combine the total of these 
two. The subtopic professional education is separated 
so that it may be compared with the category called 
public education including articles on talks by physi- 
cians to parent-teacher associations, mental health so- 
cieties and forums, women’s clubs, men’s service clubs, 
and Alcoholics Anonymous; televised medical programs; 
talks to church meetings, and university alumni; Red 
Cross; and civic developments such as center for old 
people. There are a great many activities of organized 
medicine that are not primarily educational. Figure 
3, left, shows relatively the amount of research 
news (reports of research from journals and profes- 
sional meetings and education, not including public 
talks; and report of research only on: cancer surgery, 


NEWSPAPER MEDICAL 









COVERAGE—WILMER 667 





metabolism, antibiotics, psychology, poliomyelitis, tu- 
berculosis, and others), most of which came from medi- 
cal meetings. There were 30 articles dealing with na- 
tional and out-of-state meetings. Twenty-seven articles 
dealt with California state and county medical society 
meetings, but these include only scientific programs 
There were 9 on foreign meetings and 40 on miscellane- 
ous, a total of 106 articles. The average length of articles 
on national and out-of-state meetings was twice that of 
local and foreign meetings. Table 6 shows the important 
item of public education in which a physician was a 
speaker. It is of interest that mental health talks lead 
the list, followed by talks to men’s clubs and women’s 
clubs. Although approximately the same number of 
articles related to talks to men’s clubs and women’s clubs, 
the newspapers devoted more than twice as much space 
to women’s club articles. 
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Fig. 4.—Comparison of news space. Left, seven major news categories 


considered as 100% (1,497 in.). Right, county medical society news (96 in.) 


Calling Special Attention to the Physician.—The ma- 
jority of references to a physician’s personal life (trips; 
death; family events such as birth, death, marriage, and 
tragedy; starting practice; retiring; association of physi- 
cians in practice; social events and parties; and enter- 
tainment) reported tragedy. disaster, or death: most 
often the physician’s death; second, death in a doctor's 
family; a few accidents and suicides. Personal references 
to physicians show the following coverage: disaster or 
death, 212 in. (42.8% ); columnist reference, 105 in. 
(21.3% ); trips, meetings, and vacations as news, 91 
(18.4% ): and miscellaneous, 87 (17.5% ). Columnists’ 
accounts vary from comments about travel to a doctor 
and his wife learning to rhumba to the cooking of a phy- 
sician’s mother-in-law. Two-thirds of the space devoted 
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to doctors’ trips related to attendance at forthcoming 
medical meetings. It is of some interest that half of these 
presumably became news at the doctor’s instigation, for 
in these articles no other source is cited. The remainder 
were instigated by universities, research foundations, or 
the society or organization sponsoring the meeting. The 
largest miscellaneous segment comprised announcements 
of beginning practice or retiring from practice (13 arti- 
cles). Yet this accounts for a small proportion of such 
actual events. Under miscellaneous are also included 
marriage, divorce, and entertainment, in equal represen- 
tation. The physician’s name was featured in the head- 
line in 11.3% of all medical news stories. The topics 
were: jobs and appointments in 50 articles (35% ); pub- 
lic health, 24 (16.8% ); death, 20 (14% ); speaker at 
a meeting, 15 (10.2%); fund-raising campaigns, 13 
(9.3% ); personal life, 12 (8.4% ); and private prac- 
tice, 9 (6.3%). Of these 143 articles, 18 included the 
physician’s picture and 7 had more than one picture. 
There were 68 articles with pictures but without the 
physician’s name in the headlines. 


TABLE 6.—News Coverage of Public Education* 





Articles Length 

No Type “No. —-. “In. oa 
1 GE TREE -cnbiseveseusres sties 30 28.8 63 16.0 
2 Men’s service club talks........... 20 19.2 38 9.6 
3 MUGBON'S COD TEIRB sc civcivccesssce 18 17.3 86 21.8 
4 ee ee eee 11 10.6 74 18.8 
5 OROVIEION PEORTAME oc ccccccscase 9 8.7 46 11.7 
6 rere eT ee 16 15.4 87 22.1 

URME Spicbengevcnvescoeesccsveteus 104 100.0 394 100.0 
* Exclusive of features. 


In 12.7% of all stories the specialty of the physician 
was designated in the text. Health officers, professors, 
directors of public institutions, and county medical so- 
ciety officers accounted for 31.8% of the physicians 
mentioned by name. 

There were 86 articles accompanied by pictures; of 
these 23 showed a physician’s portrait. Fifty-three in- 
cluded one or more doctors in a group, and 10 did not 
show the physician but were of fund-raising groups, 
nurses, doctors’ wives, hospital scenes, a monkey, and a 
skull. One-third of the pictures were less than 2 by 3 in. 
in size. One-fourth of the illustrated articles dealt with 
fund-raising. 

Questionable Copy.—There were 105 articles (8.3% 
of total) considered questionable from the point of view 
of medical public relations. The term “questionable” 
is used in preference to “objectionable” because it raises 
the issue without passing a judgment, which would re- 
quire extensive objective analysis. This category in- 
cludes stories from any of the other categories in which I 
felt they tended to diminish public confidence and re- 
spect for medicine, doctors, and medical organizations, 
such as: all articles that tend to diminish public confi- 
dence and respect for medicine, doctors, or medical 
organizations; damage suits, doctors’ suit against doc- 
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tors; narcotics; abortion; morals charges; income tax 
evasion; drunken driving; noisy parties; stunts involving 
physicians such as doctor’s “research” proving local good 
health due to garlic eating for chamber of commerce 
publicity; divorce; peculiar wills; statements to reporters 
by irate and indignant physicians; undignified conduct; 
“cute” talks and programs; malpractice and professional 
discipline of physician; loyalty problems; and features 
written in a highly sensational way so as to arouse un- 
warranted hope of cure from the research and medical 
features in a sentimental or excited style, including dis- 
tortion for sake of sensationalism. 

In one-third of the questionable articles, I believe the 
medical writer was editorializing, or fundamental or 
animal research was presented in such a way as to give 
the reader a distorted impression as to the nature of the 
contribution as implying “cure.” One-quarter of the 
questionable copy related to malpractice and discipline. 
By calling these questionable, I do not imply that they 
should not have been printed, nor that in some instances 
were not warranted, but only that such articles would 
tend to diminish public confidence in the physician. One- 
fifth of the questionable articles concerned hospital 
“scandals” and “squabbles.” Of the remaining, two were 
irate statements by physicians, two questionable state- 
ments by physicians to reporters, six personal life report- 
ing, five feature stories, three about a doctor’s loyalty, 
and four on income tax evasion. 

Physicians’ reticence about being quoted by name is 
repeatedly evidenced by such statements as “treated by 
his physician,” ‘“‘according to his personal physician,” 
and “a medical spokesman said.—” Sometimes this is 
carried too far. A news item reporting three new cases 
of poliomyelitis contained the following statement: 
“Three cases do not constitute an epidemic, a physician 
said.” The anonymity of such a statement seems absurd. 
A physician should not be reluctant to be identified as an 
authority, for he should not make a statement he is not 
qualified to make, and, if he is willing to make a state- 
ment, he should be willing to be quoted by name, except 
in unusual circumstances. However, an angry doctor 
makes sensational copy, and newspapers are apt to fea- 
ture such a story, as in the example of the physician who 
said, “The hospital should have cared for them if they 
had any medical skill. I haven’t wanted to talk about this, 
but if [they] are talking, I'll talk too. I'll blast °em.” 


Summary and Conclusions 

A total of 1,260 articles of a linear mass of 10,123 in. 
of news stories in which a physician’s name appeared 
was gathered from 89 newspapers within a radius of 50 
miles from San Francisco and was procured through a 
professional clipping bureau over a seven month period 
in 1954. This sample, subjected to content analysis us- 
ing categories drawn from the clipping supply, showed 
that the amount of medical news varies greatly from 
paper to paper and the content likewise varies. 
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Monographs and supplemental statements on drugs 
that appear in this column have been authorized by the 
Council for publication and inclusion in New and Non- 
official Remedies. They are based upon the evaluation 
of available scientific data and reports of investigations. 


H. D. Kautz, M.D., Secretary. 


Sodium Radio-Phosphate (P**).—Anionic radioactive 
phosphorus in the form of a solution of sodium acid 
phosphate (NaHP**O,) and sodium basic phosphate 
(NasHP**O,) having a pH between 5.0 and 6.0. It has 
a half-life of 14.3 days. 


Actions and Uses.—Sodium radio-phosphate (P**) 
emits only beta particles, which dissipate a maximum 
energy of 1.69 million electron volts (mev) to a maxi- 
mum depth of 8 mm. of tissue. Thus, most of the ioniz- 
ing action is localized in the tissue that takes up the 
isotope. In the body, the radioisotope is metabolized in 
the same manner as stable phosphorus (P*') and there- 
fore is distributed to tissues in the same relative pro- 
portion as the stable element. After administration, the 
isotope is found in highest concentration in rapidly pro- 
liferating tissues with high phosphorus content such as 
bone marrow, lymph nodes, liver, and spleen. The dis- 
tribution of radio-phosphorus is also influenced by dis- 
ease, the uptake being much higher in neoplastic tissue 
than in the same type of tissue in a normal state of 
growth. Since the immediate uptake of the radioisotope 
is highest in those tissues that also exhibit the greatest 
radiosensitivity, its initial effects are similar to total body 
radiation; however, bone marrow ultimately becomes the 
most radioactive tissue regardless of initial distribution. 
The pharmacological effects of this isotope are related 
entirely to its local ionizing action, and the outstanding 
sequelae to overdosage are those resulting from bone 
marrow depression. 

About 75% of the oral dose of sodium radio-phos- 
phate (P**) is absorbed from the gastrointestinal tract. 
After intravenous injection, the isotope rapidly enters 
the phosphate pool of the body and is distributed to the 
tissues. After either oral or intravenous administration, 
radio-phosphate is excreted in the urine, approximately 
25 to 50% of the drug appearing in the urine in the first 
6 days. 

Sodium radio-phosphate (P**) has been used ex- 
tensively in the treatment of polycythemia vera, either 
alone or adjunctively with phlebotomy. Its use obviates 
the unpleasant side-effects of and toxic reactions to older 
forms of therapy such as phenylhydrazine, potassium 
arsenite, nitrogen mustards, and external radiation. In 
addition, the remissions induced by radio-phosphorus 
are generally longer than those obtained by other drugs 
or x-ray therapy. Since polycythemia vera is frequently 
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characterized by a panmyelosis rather than a simple 
erythrocytic hyperplasia, the use of an agent that de- 
presses all marrow elements is particularly well suited 
for its therapy. Sodium radio-phosphate (P**), in ad- 
dition to controlling excessive erythrocyte levels, also 
depresses thrombocyte and leukocyte proliferation and 
thus reduces the incidental morbidity of arterial throm- 
bosis and relieves the symptoms of hepatomegaly and 
splenomegaly. Although palliative, this agent is capable 
of inducing hematological remissions, leaving the patient 
symptom-free for months; however, its use is not with- 
out disadvantage. The chief disadvantage is the risk of 
excessive bone marrow depression with attending leuko- 
penia, thrombocytopenia, and anemia. Frequent periph- 
eral blood counts and, if necessary, bone marrow ex- 
aminations are indicated for all patients undergoing 
radio-phosphorus therapy. Therapy should be discon- 
tinued should indications of excessive marrow depres- 
sion become evident. Sodium radio-phosphate (P*’) is 
contraindicated for patients in whom the blood platelet 
count is less than 150,000, reticulocytes less than 0.2°% , 
or white blood cell count less than 3,000. 

Sodium radio-phosphate (P**) has been used effec- 
tively in the treatment of chronic myelogenous leuke- 
mia. The internal radiations produced by the isotope are 
probably equally as effective as the external radiations 
produced by x-ray. Although radioactive phosphorus 
does not lengthen the survival time in chronic myeloge- 
nous leukemia, good hematological and clinical remis- 
sions have been obtained with its administration. Thus, 
it is considered one of the most effective therapeutic 
agents currently available for this disease. In chronic 
lymphocytic leukemia, sodium radio-phosphate (P°’) 
has been of some benefit, but the hematological and 
clinical response is not as good as that obtained by iso- 
tope therapy in the chronic myelogenous form of the 
disease. In many cases, local irradiation of affected 
lymph nodes brings more rapid relief of symptoms than 
does radio-phosphorus therapy. Acute leukemia, in any 
form, does not respond to therapy with radioactive phos- 
phorus. 

The drug is of little value in the treatment of Hodg- 
kin’s disease and is inferior to x-ray therapy in lympho- 
sarcoma. It has not proved applicable in multiple 
myeloma nor in any solid tumors of carcinomatous or 
sarcomatous origin. The same precautions regarding 
bone marrow depression as are observed in cases of 
polycythemia vera should be exercised in treating 
chronic leukemia with radioactive phosphorus. Sodium 
radio-phosphate (P**) should be administered with ex- 
treme caution to leukemic patients with red blood cell 
counts of less than 2,500,000. 

Because of its preferential uptake in neoplastic tissues, 
sodium radio-phosphate (P**) has been employed for 
the localization of brain tumors and for the diagnosis 
and localization of intraocular tumors. When the isotope 
is administered before surgery to patients with known 
intracranial tumors, it is sometimes possible to discern 
the extent of neoplastic involvement by means of probe 
counters applied directly to the exposed brain tissue 
Although this procedure is reported to be useful in cer- 
tain cases, it must be considered experimental at the 
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present time. Because of the limited penetrating power 
of the emitted beta radiation, it is not possible to utilize 
the isotope for localization procedures unless the skull 
has been opened. Thus the drug fails to provide the pre- 
operative information that can be obtained by estab- 
lished roentgenographic procedures. In addition, its use 
requires special equipment and must be reserved for 
experienced neurosurgeons trained in the use of radio- 
isotopes. 

In the diagnosis and localization of intraocular 
tumors, sodium radio-phosphate (P**) is administered 
shortly before probe counters are placed over various 
areas of the same eye or symmetrically located areas of 
both eyes. Increased radioactivity over any particular 
area may be presumptive evidence of neoplastic involve- 
ment. Limited experience has indicated the procedure 
to be of some value in the diagnosis and localization of 
anterior tumors but of little value in more deep-seated 
intraocular malignancies. Although the isotope may be 
employed in conjunction with routine ophthalmologic 
procedures, the requirement for special equipment and 
trained personnel has restricted its clinical use. Until 
more experience is attained, therefore, the use of this 
agent in ophthalmology must be considered experi- 
mental. 

While the use of sodium radio-phosphate (P**) for 
tagging red blood cells for a single blood volume deter- 
mination is no less accurate, the use of other radio- 
active agents, such as sodium radio-chromate (Cr*'), 
provides longer term tagging and is now considered pref- 
erable for this purpose. The isotope is extensively used 
in experimental laboratories as a metabolic tracer. 

Although the isotope as supplied in glass containers 
is relatively safe, extreme care should be observed in 
handling. Severe beta radiation burns can result from 
contact with the skin. The radioactive material should 
be handled only by personnel well trained in the use of 
radioisotopes, and adequate monitoring apparatus 
should be available at all times. 

Dosage.—Sodium radio-phosphate (P**) dosage cal- 
culations must take into account radioactive decay. 
Radioactive phosphorus has a half-life of 14.3 days, 
and the radioactivity, expressed as microcuries or milli- 
curies, is indicated at the time of labeling. The isotope is 
administered orally or intravenously in aqueous solu- 
tions of appropriate concentration. 

In polycythemia vera, initial intravenous doses vary 
from 2.5 to 5 me. (millicuries) depending on the sever- 
ity of the disease. The average initial dose is 3 mc. 
Phlebotomy may be carried out prior to isotope therapy 
to reduce the erythrocyte count to 6,000,000 or the 
hematocrit value to 55%. Hematological examinations 
should be carried out at bimonthly intervals after ther- 
apy. If at the end of two or three months further treat- 
ment is indicated, an additional dose may be given at 
that time, not to exceed 3 or 4 mc. Repeat doses should 
be given at intervals of not less than two months. Be- 
cause of incomplete absorption, oral doses must be in- 
creased 25% over intravenous doses. 

Chronic leukemias (myelogenous and lymphatic) are 
treated with repeated low doses of sodium radio-phos- 
phate (P**). Treatment must be individualized because 
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of great variations in response. For the average patient, 
1 to 2 mc. intravenously each week for four to eight 
weeks is usually necessary to bring about remissions. 
Patients should be examined each week during this 
initial period, with particular emphasis being placed on 
the trend of blood cell response and the general clinical 
picture. If remissions occur, monthly examinations 
should be carried out and subsequent courses of therapy 
instituted when clinical signs and symptoms recur. It 
may be possible to maintain patients in remission by 
carefully arriving at the minimum dose that will keep 
the white blood cell count between 10,000 and 20,000. 
Experience has shown that it is not advisable to attempt 
to adjust the blood elements to normal levels, because 
of the danger of overdosage. Oral doses are increased 
proportionately to overcome incomplete absorption. 


For brain tumor localization, 0.5 to 1 mc. of sodium 
radio-phosphate (P**) is injected intravenously 12 to 
24 hours before surgery. In the diagnosis and localiza- 
tion of intraocular tumors, 0.5 mc. intravenously is the 
proposed dose. 


Preparations for use as stated for the foregoing drug are marketed 
under the following name: Sodium Radio-Phosphate (P**). 

Abbott Laboratories cooperated by furnishing scientific data to aid in 
the evaluation of sodium radio-phosphate (P**). 


Hypercholesterolemia and Atherosclerosis 


From statistical considerations, there is presumptive 
evidence that atherosclerotic cardiovascular disease is 
associated with prolonged hypercholesterolemia. Thus, 
atherosclerotic changes are frequently seen at autopsy 
in patients with diabetes mellitus, hypothyroidism, neph- 
rosis, and familial xanthomatosis. All of these diseases 
are characterized by elevated blood cholesterol levels. In 
addition, the incidence of coronary heart disease and 
peripheral vascular disease is higher among such pa- 
tients. This relationship, although statistically significant, 
is fac from absolute. Patients are frequently encountered 
with clinically demonstrable cardiovascular disease in 
the presence of normal blood cholesterol levels. It is 
known, however, that atherosclerosis may be produced 
in laboratory animals by feeding them a diet high in 
cholesterol and that such changes may be reversed by 
resuming a more normal diet. Whether such changes 
occur in man is not known; however, such considera- 
tions would indicate that sustained reduction of circu- 
lating cholesterol levels appears to be desirable. This 
cannot be routinely accomplished by diets low in choles- 
terol, since a large part of the cholesterol in the body 
is formed by endogenous synthesis. Likewise, few pa- 
tients adhere to low fat diets for sufficiently pro.onged 
periods to evaluate adequately the effect of such a regi- 
men on hypercholesterolemia. Administration of certain 
plant sterols represents a possible therapeutic means of 
effecting a reduction in blood cholesterol without rigid 
dieting. 

In view of the eminence of cardiovascular disease as 
the foremost cause of death in this country and the in- 
adequacy of all current means of therapy, interest in new 
forms of therapy that employ a positive approach is wel- 
come. Whether reduction of hypercholesterolemia is the 
proper approach is conjectural at the present time. 


ee ed 


eer Fh ee lO 





ve 


SES 


>u- 
his 
es- 


ew 
el- 
the 


La tee Sl Ast tte Re eer Fe In 


Vol. 160, No. 8 


Sitosterols.—A mixture of 80 to 90% £-sitosterol and 
10 to 20% dihydro-f-sitosterol. The structural formulas 
may be represented as follows: 


CHs CHe 
Sot Nex CHs 
ae 
CH—CH 
CH CH 
CH { 7 . 
CHs 
HO 
B-Sitosterol 
CH; CHe 
a ‘ 
CHe Zs 
Cc CH—CH 
ry ™ 
ot 
CHs 
HO 


Dihydro-£-Sitosterol 


Actions and Uses.—Sitosterols are closely related 
natural plant sterols that are chemically identical with 
cholesterol except for an ethyl group in the side chain 
and a saturated ring system in the dihydro derivative. 
They appear to enhance the fecal excretion of choles- 
terol, thus reducing blood cholesterol levels. Although 
the mechanism for this action is poorly understood, re- 
lated sterols presumably interfere with the absorption of 
exogenous cholesterol contained in food and the reab- 
sorption of endogenous cholesterol secreted in the bile 
and through the wall of the gastrointestinal tract. 

Sitosterols have been proposed for use in conditions 
in which a sustained reduction of hypercholesterolemia 
is desirable. These would include conditions associated 
with hypercholesterolemia, such as diabetes mellitus, 
hypothyroid states, nephrosis, and xanthomatosis. Cur- 
rently available evidence indicates that the drug is capa- 
ble of reducing the level of circulating cholesterol in 
some patients; however, valid evidence is still lacking to 
indicate that the sitosterols produce beneficial effects in 
patients with existing atherosclerotic disease. Although 
additional long-term studies are necessary to evaluate 
the ultimate usefulness of the sitosterols in this respect, 
their ability to lower blood cholesterol levels warrants 
trial in selected cases; however, sitosterols should be 
administered only when it is possible for the physician 
to devote the extra time and attention necessary for 
evaluation of the long-term effects, including periodic 
determinations of blood cholesterol levels. 

There have been no reports of toxic manifestations in 
animals or in patients to whom sitosterols have been 
administered for over 18 months. Since prolonged ad- 
ministration is involved, however, physicians should be 
alert for the appearance of any untoward symptoms. 

The use of sitosterols in the management of hyper- 
cholesterolemia must be considered experimental at the 
present time. Since conclusive evidence of beneficial 
effects in the prevention or treatment of any disease is 
lacking, therapeutic trial of sitosterols is justified only on 
the basis of their apparent safety and the inadequacy of 


COUNCIL ON PHARMACY AND CHEMISTRY 671 


any other current form of therapy. Only subsequent 
clinical experience will determine its ultimate place in 
the therapeutic armamentarium against cardiovascular 
disease. 

Dosage.—Sitosterols are administered orally. The 
dosage should be individualized to produce the desired 
blood cholesterol response. The usual initial dose is 9 
gm. per day, but doses as high as 36 gm. per day have 
been administered over prolonged periods without un- 
toward effects. Since maximal efficiency of the sitosterols 
appears to depend upon their presence in the gastroin- 
testinal tract at the time food is ingested, the daily dos- 
age should be administered in divided amounts either 
before meals or before and after meals. 


Preparations for use as stated for the foregoing drug are marketed 
under the following name: Cytellin. 
Eli Lilly & Company cooperated by furnishing scientific data to aid 


in the evaluation of sitosterols 


Intramuscular Use of Chloramphenicol 


The Council has been requested to evaluate the ef- 
fectiveness of chloramphenicol by the intramuscular 
route. On the basis of currently available evidence, the 
Council concluded that the intramuscular administration 
of this antibiotic is justified in the treatment of typhoid 
and other serious infections caused by organisms that are 
susceptible to its action. When chlorampenicol is ad- 
ministered by this route as a microcrystalline suspension, 
blood levels are maintained for a longer period than for 
those obtained with equal oral doses. The usual adult 
dose of an intramuscular suspension is | gm. every 8 to 
12 hours. In children weighing 15 kg. (33 Ib.) or less, 
100 to 150 mg. per kilogram of body weight may be in- 
jected daily in three or four divided doses. 

The Council voted to amend New and Nonofficial 
Remedies accordingly to recognize this additional route 
of administration of chloramphenicol. 


Parke, Davis & Company cooperated by furnishing scientific data to 
aid in the evaluation of chloramphenicol 


Vinbarbital, N. F.—S-Ethyl-5(1-methyl-1-butenyl)- 
barbituric acid.—The structural formula of vinbarbital 
may be represented as follows: 


Ti 
N-C CaHs 
/ LA 
HO-C’ CL 
N-C C=CH CHeCHs 
H O- CH; 


Actions and Uses.—Vinbarbital, a barbituric acid 
derivative with intermediate duration of action, has the 
same sedative and hypnotic uses as its sodium salt. (See 
the monograph on vinbarbital sodium in New and Non- 
official Remedies.) Its use involves the same side-effects 
as other barbituric acid derivatives, but it is less likely to 
cause epigastric distress after oral administration than 
the sodium salt. 

Dosage.—See the monograph on vinbarbital sodium 
in New and Nonofficial Remedies. 


Preparations for use as stated for the foregoing drug are marketed 
under the following name: Delvinal. 

Sharp & Dohme, Division of Merck & Co., Inc., cooperated by fur 
nishing scientific data to aid in the evaluation of vinbarbital 
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THE SIGNIFICANCE OF FACTS 
GUEST EDITORIAL 
Isaac Starr, M.D. 


When the sciences of physics and chemistry advanced 
beyond the descriptive stage and became quantitative in 
their approach to natural phenomena, the rate of ad- 
vance of knowledge increased tremendously. Medicine, 
long purely descriptive in its approach, is obviously on 
the threshold of its quantitative era, and the great ad- 
vances in recent years are in large measure due to this. 
The quantitative methods available to chemists and 
physicists are far more accurate than most methods 
available to doctors, but advances in the mathematical 
techniques called statistics have provided a logical means 
of drawing accurate conclusions from data supplied by 
less accurate methods and have led to great improve- 
ments in the design of clinical experiments. Certainly the 
time is near at hand when every doctor will be expected 
to employ the common statistical safeguards when pre- 
senting before his peers any paper containing quantita- 
tive data, and the lack of such treatment of his data will 
be considered a reflection on his scholarship. The alli- 
ance between statistics and clinical medicine gives every 
promise of being a most fruitful one. 

There are, however, several dangers. The first is that 
physicians, many with little mathematical training or 
talent, will misunderstand and overestimate the power 
of this new tool. Statistics never prove a cause-and-effect 
relationship, they merely demonstrate the likelihood or 
nonlikelihood that the association is accidental and so 
due to chance. Lack of understanding of this point can 
lead to absurdities; thus, the annual decline of the tu- 
berculosis death rate in this country and the increase in 
the number of automobiles manufactured each year are 
strongly correlated. The correlation is “significant”; it 
passes all the statistical tests. But this fact does not 
demonstrate that the one causes the other. When reading 
the literature, doctors must be on the lookout for similar 
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absurdities, especially when medical data are analyzed 
by those without medical training. But to point out that 
statistical methods can mislead the uninitiated is not 
to say they have no value. In studying cause-and-effect 
relationships, the statistical methods afford a hurdle 
that should be crossed before the beginning of every dis- 
cussion. If the hurdle is crossed, the idea is worthy of 
consideration and further work. If the statistical criteria 
are not met, the chances are that further effort in that 
direction would be a waste of time. How much time and 
effort would have been saved if more doctors had, in the 
past, submitted their ideas to statistical criticism before 
publishing them! 

A second danger is of a more subtle kind. The stand- 
ard statistical methods were devised not to providé an- 
swers to medical problems but chiefly to answer tLose of 
agricultural research. To decide whether a certain fer- 
tilizer increased the yield of wheat was an experiment 
that could be conducted only once a year; hence, one 
needed great assurance about the results of last year’s ex- 
periment before undertaking to design next year’s ex- 
periment. It was under such circumstances that the con- 
vention of “significance” arose and the decision made to 
pay no attention to the results unless the probability was 
greater than 19 to 1 that they could not be explained by 
chance. This level of “significance” has been widely 
taken over by doctors, but it does not seem suited to 
many medical problems, and it might be actually harm- 
ful in a few. Unlike pure scientists, doctors with the pa- 
tient before them are often forced to make up their 
minds and act without waiting for all the information 
they would like to possess. The viewpoint that one 
should pay no attention to the data until a probability of 
19 to 1 is attained is altogether unsuited to the doctor’s 
work. Many diagnoses must be made without the con- 
fidence that they will be correct 19 times out of 20; 
many forms of therapy should be initiated when the 
chances of success are far less than 19 to 1. Often it 
would be ridiculous to wait until the odds reached “sig- 
nificant” values before acting. While the doctor’s com- 
mon sense will keep him out of trouble in such matters, 
one wonders whether a lower level of “significance” 
would not be more appropriate to many medical prob- 
lems. Most of us would think we were doing well if our 
accuracy in medical matters approached a probability of 
9 to 1. A patient would be glad to undergo any therapy 
with a 9 to 1 chance of success, nay, even if the odds 
were only 2 to 1. 

Such an adaptation of “significance” to medical needs 
would still leave us in certain difficulties. This concep- 
tion of significance draws a line through the data, mak- 
ing the values above that line seem unduly different from 
those below. Thus, with the current definition of “sig- 
nificance” in mind, I recall one author who presented 
data that the beneficial effect of a new drug was sig- 
nificant, while a second author denied this, stating that 
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in his data the benefit was not significant. Thus, the two 
results appeared to be opposed, but closer study of the 
data showed that in the first study the odds were 20 to | 
and in the second 18 to 1 against the possibility that 
chance would explain the results; in reality they con- 
firmed one another. 

It is my belief that doctors would do well to abandon, 
for many of our problems, the rigid conception of “sig- 
nificance,” that has been handed down to us by the 
statisticians. We should report our statistical results in 
terms of the odds. Thus, a study would report that the 
odds were 25 to 1, or 10 to 1, that the benefit following 
the administration of a certain drug was not due to 
chance. The level of the odds used to determine our 
actions will depend on circumstances, and it should not 
be defined in advance by any convention. Before thou- 
sands of dollars are spent in setting up a new method of 
treatment, and before its routine employment is advo- 
cated, the odds in favor should be high. But many doc- 
tors will properly wish to try a drug on one of their pa- 
tients when the odds in favor of success are far lower 
than the conventional 19 to 1. If toxic effects develop 
after use of any new drug, we need feel no compulsion 
to continue the trial—and multiply the damage—until 
odds of 19 to 1 have been secured. So the level of the 
odds chosen to determine our actions should not be de- 
fined in advance as any arbitrary level of “significance”; 
the level we choose should depend on the circumstances, 
and on our best judgment of the needs of the situation. 


ESSENTIAL HYPERTENSION 


Hypertension is not a disease entity but a physical 
sign that may or may not indicate a pathological process. 
Pickering ' describes it as merely one end of the distribu- 
tion curve of observed blood pressures. It is based on 
an arbitrary dividing line between what is normal and 
what is alleged to be abnormal. It has apparently oc- 
curred to few observers that, if no disease is found to 
account for the elevation of the blood pressure above a 
stated upper limit of normal, the patient may have no 
disease, or at least no disease in any way related to the 
blood pressure. Most definitions of essential hyperten- 
sion conform to the rulings of the insurance companies, 
which set the upper limit of systolic pressure at 140 
mm. Hg and of diastolic pressure at 90 mm. Hg, but 
some authors have dropped any reference to the systolic 
pressure from their definitions, and there is still dis- 
agreement about whether to include patients whose ele- 
vation is transient rather than persistent. Perera * ex- 
cludes those with a transient rise; the obese person un- 
less the diastolic pressure is over 105 mm. Hg, and the 
patient with arteriosclerosis unless the diastolic pressure 
is over 100 mm. Hg. Malignant hypertension is believed 
by some to be an accelerated phase of benign hyper- 
tension * and by others to be a separate entity.* Murphy,* 
a'though believing that the malignant phase is an exten- 
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sion of the benign phase, admits that the reason this 
transition Occurs in some patients and not in others is 
not clear. Burgess * simply states that malignant hyper- 
tension may Occur in anyone, whether or not he pre- 
viously had benign hypertension. The important point 
to remember, however, is that benign essential hyper- 
tension is much commoner than malignant. Palmer 
states that taking the blood pressure involves so many 
uncontrolled variables that reports of the incidence ot 
hypertension in any population are wholly unreliable 

Although a wide variety of symptoms occurring in 
patients with malignant hypertension have been de- 
scribed, the benign form is asymptomatic. Burgess states 
that vertigo and headache are seen no more frequents 
in hypertensive than in normotensive patients of the 
same age but that iatrogenic hypertensophobia may give 
rise to a chain of distressing symptoms. The most im- 
portant diagnostic signs of malignant hypertension are 
found by funduscopic examination and consist of nar- 
rowing of the retinal arterioles, dilatation of the retinal 
veins, fresh hemorrhages, old and new white patches, and 
finally papilledema that is practically pathognomonic.‘ 
In patients with malignant hypertension the prognosis is 
admittedly bad. Palmer refers to a family history of 
cardiorenal vascular disease, hypertension, and obesity 
as a lethal triad. The course is likely to be benign if the 
patient is over age 50, is a woman, has no family history 
of hypertensive disease, has had an asymptomatic onset, 
has had hypertension for over 10 years, has a diastolic 
pressure of less than 120 mm. Hg, shows no signs of 
recent progression, has no signs of vascular disease, and 
has had a labile blood pressure." In fact, Burgess found 
that most patients with hypertension who were past 50 
lived beyond their normal expectancy, and, in his series 
of 100 patients with blood pressures of 180/100 mm. Hg 
or more when first seen, all survived for at least eight 
years and malignant hypertension developed in none 
Palmer and Muench‘ agree that the relative risk de- 
creases rapidly in older patients and that women with 
benign hypertension have a lower mortality than men 
Many of their patients showed no signs of progression, 
but they found the mortality to be higher in all groups 
than in the general population, although this difference 
was slight in those with minimal or no organic changes 
in the brain, heart, or kidneys. 
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Goodyer and co-workers ° believe that hypertension 
should be treated, because this provides the anxious 
patient with reassurance that something constructive is 
being done, symptoms are thereby relieved, and the work 
load on the heart is lightened. Because it is doubtful 
that benign hypertension causes symptoms, lowering the 
blood pressure is apt to prove disappointing, and another 
cause for the patient’s symptoms should be sought. 
Palmer states that the blood pressure level per se is not 
an indication for treatment. He believes, however, that 
a restricted diet (low fat, low calorie, and low sodium ) is 
the first line of defense and that too much dependence is 
now being placed on new drugs, none of which is with- 
out potential dangers. Such drugs as hexamethonium, 
pentolinium, trimethaphan (Arfonad), and hydralazine 
have a hypotensive effect of greater or lesser degree, but 
all have unpleasant side-effects and require careful su- 
pervision. Rauwolfia serpentina has a mildly hypoten- 
sive action and is replacing the barbiturates in the treat- 
ment of hypertension. It is relatively nontoxic, but it 
may produce a serious depressive state, and patients us- 
ing the drug should be carefully observed for evidences 
of such a state. Although the combination of two or 
more hypotensive agents increases the hypotensive effect 
and decreases the unpleasant and dangerous side-effects, 
the problem cannot be solved by drug therapy alone. 

The choice of treatment by a hypotensive agent in- 
volves evaluation of the validity of the assumption that 
hypertension causes vascular disease. Although the dis- 
crepancy between the degree of hypertension and the 
extent of the associated vascular disease is against such 
an assumption, Goodyer believes that there is increasing 
evidence that hypertension per se does cause arteriolar 
disease. Burgess, after observing a series of 100 patients 
for 18 to 34 years, concluded that true benign hyperten- 
sion is nonprogressive and that, unless the patient shows 
definite evidence of cardiac, retinal, or renal damage, no 
treatment is indicated. Sympathectomy is no longer 
generally used, because the initial control of the hyper- 
tension in most patients is not maintained. The fact that 
it can reverse the process even temporarily, however, 
suggests a strong neurogenic factor in the pathogenesis of 
the condition. 

The conflicting ideas still prevalent regarding this 
condition indicate an urgent need for sharper definition 
of benign essential hypertension, an intensified search 
for the cause, and a reevaluation of its significance. 
Pickering says that, in terms of wasted effort, the use of 
the term hypertension has cost medical science several 
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thousand man-years, and Burgess quotes a colleague as 
saying, “The blood pressure apparatus ranks next to the 
internal combustion engine in the list of inventions that 
have been harmful to the human race.” Be that as it 
may, the blood pressure apparatus appears to be here to 
stay, sO it behooves us to use it wisely. 


C-REACTIVE PROTEIN TEST 


On many occasions it is important for physicians to 
learn whether patients have an inflammatory or a tissue- 
destroying process. Various procedures have been used, 
including the recording of the patient’s temperature and 
leukocyte count and the erythrocyte sedimentation test. 
The detection of the C-reactive protein in human blood 
has recently attracted attention as an index to inflam- 
mation or tissue destruction within the human body. 
This procedure has been used especially for the deter- 
mination of activity in rheumatic fever.’ It has been 
shown that C-reactive protein is a sensitive guide to rheu- 
matic inflammation, that it disappears after suppression 
of clinical signs and symptoms of activity with either 
salicylates or steroid therapy, and that it reappears if 
there is a clinical relapse. The times of disappearance 
and reappearance ordinarily precede the corresponding 
change in the erythrocyte sedimentation rate. 

The C-reactive protein appears within 14 to 26 hours 
after inflammation or tissue injury has occurred. The 
introduction of a commercial antiserum has made the 
detection of C-reactive protein a practical procedure for 
any laboratory. Actually, it is a simple precipitation re- 
action that can be done in the physician’s office. Re- 
cently, Roantree and Rantz * described their experience 
with C-reactive protein in 443 general medical cases. 
They found the C-reactive protein rarely present in the 
serum of a person in whom no inflammatory or necro- 
tizing process took place. The C-reactive protein was 
consistently detected in the serums of patients with 
bacterial infections, active rheumatic fever, acute myo- 
cardial infarction, and widespread malignant disease. It 
was commonly, but not as consistently, found in cases 
of active rheumatoid arthritis, virus infection, and active 
tuberculosis. On the other hand, the C-reactive protein 
was rarely present in cases of limited primary carcinoma, 
uncomplicated chronic leukemia, and widespread super- 
ficial dermatitis. The C-reactive protein test gave fewer 
false-positive reactions than the other indexes of inflam- 
mation with which it was compared; namely, the erythro- 
cyte sedimentation rate, the leukocyte count, and the 
temperature of patients. It gave a better positive correla- 
tion with inflammatory or necrotic processes, although it 
did not provide as good a positive correlation with active 
tuberculosis as did the erythrocyte sedimentation rate. 
According to the authors, a distinct advantage of the 
C-reactive protein test is that no interpretation of normal 
range is necessary. Any positive reaction may be con- 
sidered abnormal. 
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THE PRESIDENT’S PAGE 


A MONTHLY 


I have been asked many times as I have traveled 
around the country, “Dr. Hess, what is your definition 
of fee splitting?” I have been amazed to be asked such 
a question because I feel that every physician, down in 
his heart, knows exactly what fee splitting means. It is 
the charging of a fee by a physician or agency who has 
been referred a patient by another physician for the 
rendering of a necessary medical service. The fee is col- 
lected by one of the principals in the transaction, and, in 
the most pernicious form of this practice, the fee is di- 
vided according to a prearranged percentage between 
both parties when one of the principals has done little or 
nothing for the patient except make the referral. It is 
the commercial bargaining for referred work by two 
principals. It is the buying of human 


MESSAGE 


—why shouldn't I do everything | can for you. After 
all I'm a physician—but more important you helped 
make me. Every time you put an obstacle in my path | 
either had to climb over it or surrender. You do not 
realize it but I do. I even got a big kick when after you 
joined the American College of Surgeons and took the 
oath I never again heard this fee splitting accusation 
thrown at you. I wish I could say the same about a 
few others that I know about.” He then told me about 
his own experiences. Many of the older men would 
accept the work that was referred from a younger physi- 
cian, and, when they (the older physicians ) would collect 
their fee, they would send a check to the younger physi- 
cian for assisting at the operation. In those days there 

were but a few surgical teams in existence. 





bodies. The patient has no knowledge of 
the financial arrangement and does not 
know with whom, for what, and at what 
rate the secret participants split the fee. 
It takes two to make such a detestable bar- 
gain. I feel sure that the above definition 
conforms completely with the Principles 
of Medical Ethics of the American Med- 
ical Association. If, according to our code, 
our main objective is the prevention of 
disease and the proper care of the sick and 
injured and if remuneration for our efforts 
must always be secondary, then it is per- 
fectly clear that the motivating force that 
rules and regulates our every action is service to human- 
ity. This means that inherently a physician is a man of 
character, that he has proved himself. 

May I report a personal experience to illustrate my 
point. A very much older man, one of the successful 
Surgeons in my area, had virtual control of the hospital 
where I am now chief of staff; he was a martinet. He 
had little use for younger men. He was allegedly a fee 
splitter. I became his particular pet peeve. He did every- 
thing in his power to obstruct everything I tried to do. 
Finally he became bedridden and asked me to care for 
him. I realized he was opinionated and probably would 
not do things that I prescribed; nevertheless, I complied 
with his request. I gave him devoted service for five 
years. One day he said to me, “I can’t understand you. 
I did everything in my day to hurt you and now you 
treat me as if I were the best friend you ever had.” I 
replied, “Dr. X., you are ill, you asked me to care for you 








Unfortunately, some of the younger phy- 
sicians succumbed to the temptation, but 
there were others who did not. 

With the recognition that the practice 
might commercialize the profession and 
that some men were sorely tempted for 
economic or financial reasons to continue 
the practice, checks and balances gradu- 
ally were established. The over-all fee for 





a given service for a specific illness should 
be something that the patient can afford 
to pay. It naturally may vary with the 
locale. It need not be the minimum fee 
that is charged in the area. Any profes- 
sional man in a position of having anything to do with the 
diagnosis and treatment of a person for a specific illness 
is entitled to a fee established as fair to that particular 
individual. The patient should know how much of the 
fee goes to each physician who is in attendance, he 
should know to whom it is given, and he should know 
for what it is given. I even dislike the word fee. I prefer 
the word honorarium. 

It must always be remembered that the physician is 
worthy of his hire. All men caring for a patient in a 
given illness are entitled to their share of the over-all 
fee, and the patient and his family should know exactly 
who is paid, how much is paid, and for what it is paid. 
The division of fees for any commercial reasons what- 
ever is impossible in well-regulated hospitals that have 
well-organized staffs. 


ELMER Hess, M.D., Erie, Pa. 
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ORGANIZATION SECTION 


INDUSTRIAL HEALTH CONGRESS 


An unusual action on the question of work absence 
statistics climaxed the 16th annual Congress on Indus- 
trial Health in Detroit Jan. 23-24. The meeting, spon- 
sored by the American Medical Association’s Council 
on Industrial Health and five other organizations, drew 
nearly 500 leading physicians, ranking medical officers 
of the armed forces, medical directors of major indus- 
tries, nurses, and heads of departments or deans of uni- 
versities engaged in industrial health study. At the close 
of the two-day program, participants unanimously voted 
agreement with a suggestion that the Council and the 
A. M. A.’s Committee on Medical Care for Industrial 
Workers map a plan for gathering work absence statis- 
tics and issuing periodic reports on them for industry’s 
guidance. The suggestion was made after a panel on 





Dr. Gradie R. Rowntree (left), medical director of the Fawcett-Dearing 
Publishing Company, Louisville, Ky., discusses his award with Major Gen. 
Melvin Maas, who presented it on behalf of the President’s Committee 
on Employment of the Physically Handicapped. The award is given 
annually by the committee to a physician who has done outstanding work 
in obtaining employment for the physically disabled. 


absence from work due to nonoccupational illness and 
injury. One of the items discussed was a new syllabus 
on work absence, which was made available to all par- 
ticipants. Written by Mark S. Blumberg, M.D., and 
James Coffin, A.B., under the direction of the U. S. 
Public Health Service occupational health program, the 
syllabus is intended as a basic reference on the subject. 

Dr. Lemuel C. McGee, medical director of the Her- 
cules Powder Company, Wilmington, Del., cited the first 
line of the syllabus as support for the theory that there 
are many categories of unpreventable absence: “A 
worker on the job must be both willing and able to be 
there; if one of these conditions is not satisfied, he 
will be absent.” He pointed out that absence may be 
elective or constructive (such as for surgical correction 
of defects or for prevention of contagion), while many 
fluctuations in absence rates may be due to other non- 


occupational-illness causes. For instance, during high 
prosperity periods when jobs are abundant, absence in- 
creases. 

_ Dr. Frederick Slobe, Chicago, Blue Cross—Blue Shield 
medical director, emphasized that control of absence ts 
not the sole purpose of the industrial medical depart- 
ment. This is largely an administrative problem, he said, 
and the department should not be a “policing agency” 
for work absence due to nonorganic causes. He said the 
department should, however, serve as advisor and coun- 
selor on this problem. Dr. Slobe pointed out a recurring 
theme of the discussion—the importance of referral to 
private physicians and of liaison with them. He then 
described the “typical industrial absentee” as follows, 
on the basis of information in the syllabus: The absentee 
is married, female, on the third shift, between 26 and 
35 years old, in a large city and a large firm with broad 
benefit plans, and low on the wage scale; she has little 
responsibility and little liking for her work; and her 
absence occurs on the day after a holiday in a period of 
high prosperity. 

Another participant, however, debunked the idea that 
large benefit plans encourage absence. Jerome Pollack, 
program consultant to the United Auto Workers’ social 
security department, Detroit, said that such things as 
income guarantees will help stabilize employment and 
that “labor will discount any pronouncement deploring 
unnecessary worker absence unless the same concern is 
demonstrated for avoiding unnecessary layoffs.” He 
stated that, generally, health insurance plans still have 
“immaturities and deficiencies.” One of the most impor- 
tant is that they do little to prevent disability, since diag- 
nostic care is specifically excluded from coverage. Pol- 
lack further stated: “For the greatest gains in overcom- 
ing disability absence, labor is counting on expanded 
programs of preventive care, early and accurate diag- 
nosis, effective treatment of disease, and the further 
development of rehabilitation in the conquest of severe 
disability.” 

Pioneering by the Ontario Department of Health in 
absenteeism record-keeping was outlined by Dr. R. B. 
Sutherland, Toronto, Canada, of the department. He 
described an eight-year study in which 16 firms cooper- 
ated in keeping a punched-card system of three types, 
gauged to fit various industries. The information is being 
amassed in search of factual background on reasons for 
industrial absence. Dr. Sutherland told participants that 
sample forms are available from him. 

One fact that should be stressed is that older workers 
are not the major contributors to absence they have been 
believed to be, according to Dr. A. Hazen Price, a Uni- 
versity of Michigan professor who is consultant to sev- 
eral large corporations. However, Dr. Price said older 
workers need to be eased into retirement and helped in 
their adjustments, as a major preventive against chronic 
disability. Yearly evaluation of individuals is needed to 
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stave off the physical and mental deterioration that 
results when the older worker faces a fixed retirement 
date. 

Dr. Frank A. Calderone, public health administrator, 
Long Island, named mental and emotional problems as 
greater causes of absence than any occupational disease 
or accident. He said true reduction in total absenteeism 
will occur when management, labor, and industrial medi- 
cine allow the industrial medical service to do its proper 
job of prevention and counseling, thus enabling it to help 
the worker achieve and maintain the highest level of 
emotional and physical well-being. He stated that the 
key to the morale problems of industry, and to absence 
reduction, is the return of the relationship of “family 
doctor” to patient, involving “those rare qualities of 
understanding, of sympathy, of deep human concern, 
of affection.” 

An unprecedented crowd attended the annual dinner 
at which Dr. William P. Shepard, chairman of the Coun- 
cil, served as toastmaster. At the speakers’ table were 
the presidents of the other sponsoring groups: the Wayne 
County (Detroit) Medical Society, Michigan State Med- 
ical Society, Detroit Society for Surgery of Trauma, 
Michigan Industrial Medical Association, and the De- 
troit Industrial Physicians’ Club. 

The annual award given by the President’s Committee 
on Employment of the Physically Handicapped was pre- 
sented to Dr. Gradie R. Rowntree, medical director of 
the Fawcett-Dearing Printing Company, Louisville, Ky. 
Signed by President Eisenhower, the award was given to 
Dr. Rowntree by Major Gen. Melvin J. Maas, USMCR, 
retired, chairman of the President’s committee. One of 
the high points of the meeting was the award talk given 
by General Maas, who has been totally blind for four 
years and who suffers from arthritis and diabetes mel- 
litus. During the past year he has traveled some 100,000 
miles in the committee’s work to get jobs for the handi- 
capped and “restore to them their dignity.” 


Another notable presentation was the delineation of 
the role of industrial nurse, given during a panel on 
occupational medicine in industrial relations. Katharine 
Lembright, R.N., American Nurses Association, said 
the nurse is in an unusually advantageous position to 
improve industrial relations and to be a buffer between 
the employee and management. Her job is to “listen to 
tales of woe with sympathy and understanding” and. to 
be a “professional confidante.” However, she must never 
be a “tattle tale” in any group or relationship, she said. 

The individual’s attitude toward the company as an 
important facet of the medical situation also was stressed 
by Dr. Norbert J. Roberts, associate medical director, 
Standard Oil Company of New Jersey. He said the indi- 
vidual’s attitude toward the medical department may be 
much influenced by his feeling toward the company and 
the reverse is also true. Management therefore has a 
good chance, within the framework of the medical de- 
partment, to show its personal interest in the individual 
and his problems. 

The industrial medical department must never give 
the employee the idea that it is “against him and for the 
company,” according to Charles B. Gorey Jr., Chrysler 
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Corporation's director of forward planning. Cooperation 
between plant and private physicians is important, and 
the personal interest of the industrial physician in the 
employee is especially needed when the employee re- 
turns after an absence. 

What labor seeks is an opportunity to “discuss prob- 
lems in a professional manner,” according to another 
speaker. The late Dr. Carl Peterson, who until his recent 
death had been secretary of the Council, was cited as a 
good example of the attitude labor seeks from medicine 
“Here indeed was a man you could talk to, with dif- 
ferences of opinion no hurdle to examining, thinking, 
and talking away problems,” the speaker said. “He in- 
deed gave us an opportunity to talk in a professional 
way.” Representing labor and employees on this panel 
were David A. Wolff, chairman of the appeal board, 
Chrys‘er Corporation, and Harry Read, assistant to the 
secretary-treasurer, AFL-CIO, Washington, D. C. 





Dr. G. R. Rowntree talks over his award with A. M. A. President 
Dr. Elmer Hess, Erie, Pa., who was a speaker on an automobile accident 
panel during the Congress on Industrial Health 


One of the most striking features of the meeting was 
the discussion of auto accidents and safety, particularly 
the talks by A. M. A. President Elmer Hess, M.D., Erie, 
Pa., and Ford Motor Company vice-president Benson 
Ford, Detroit. Participating in a panel on “Medicine's 
Responsibilities in the Automotive Age,” Dr. Hess sug- 
gested several steps toward reducing the “sordid” high- 
way accident toll, including tougher driver license re- 
quirements with interstate standardization, stricter law 
enforcement, standardized safety improvements in auto- 
mobiles, and a national research institute on safe driving. 
While complimenting the auto industry on its recent 
efforts to add safety features, Dr. Hess criticized em- 
phasis on power and “sizzling take-off.” He said the 
industry should “make itself responsible for producing 
machines which do not tempt men to make fools of 
themselves.” He also said safety features should be 
standardized throughout the industry so that “the lives 
of Americans are not subject to dollar competition.” 








678 ORGANIZATION SECTION 


Speaking at the annual banquet, Ford disagreed with 
Dr. Hess on several points. He said he felt the develop- 
ment of safety equipment would advance more rapidly 
if kept highly competitive, so that industries would vie 
with each other to produce the safest cars. He also de- 
fended the industry’s efforts to increase horsepower. The 
growth of power has not been matched by an increase 
i1 top speed, he said, and horsepower is itself a safety 
feature since it allows faster action in escaping hazardous 
situations. Outlining a number of safety devices now 
standard in most cars, Ford said the industry has been 
going slowly on several proposed features because there 
is not enough evidence that they actually would be 
effective. He said that “unfortunately, there is a shortage 
of the cold scientific evaluation and fact finding that we 
need in order to progress as fast as we should like in 
reducing the injury potential of the automobile interior.” 
Noting that the medical profession has recently entered 
more actively into cooperation on accident prevention 
fact-finding, such as the Cornell University research, 
Ford urged that doctors devote even more attention to 
these efforts. 

Another proposal on safe driving was made during 
the panel discussion by Paul H. Blaisdell, New York, 
director of the traffic safety division, Association of 
Casualty and Surety Companies. He suggested that 50 
cents be added to the cost of every driver’s license or 
renewal to produce about 35 million dollars in the next 
four years. The money would be used to support re- 
search on driver testing, preferably under A. M. A. 
administration. Blaisdell gave two major points of advice 
on the “chaos” of the present driver’s license situation: 
first, “don’t blame the public officials charged with legal 
responsibility for driver licensing for the conditions 
which exist today. Most of them inherited the mess from 
one or more predecessors in office. Second, face frankly 
the truth of what has happened in the viewpoint of the 
American people toward the motor vehicle and toward 
that small piece of paper which attests the legal privilege 
of operating that vehicle. . . . Too many of our drivers 
have lost sight of the privilege concept and regard the 
driver license as an inalienable right guaranteed to a 
free-born American under the Constitution and the Bill 
of Rights.” 

Outlining a dozen points where states differ in driver's 
license requirements, Blaisdell listed three items found 
to be a median for performance in states with the best 
highway safety records: 12 days of specialized training 
for driver’s license examiners, 15% failure of appli- 
cants on their first driver’s license examinations, and 90 
suspensions and/or revocations of the license for every 
10,000 licensed drivers. 

Dr. Seward Miller, chief, division of special health 
services, U. S. P. H. S., Washington, D. C., also stressed 
the need for educating the public to the fact that driving 
is a privilege, not a right. He outlined recent discussions 
of driver licensing at a World Health Organization meet- 
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ing in Geneva, where participants pointed out a need for 
developing mental and physical standards for drivers. 
The WHO expert committee also (1) said it considered 
private physicians responsible for acquainting them- 
selves with physical and mental standards for drivers 
and (2) adopted two sets of interim standards, one for 
private drivers and a more rigorous one for drivers of 
heavy trucks and buses, based on limited objective 
data. 

Detailed discussions of driver safety and auto design 
research were given by Ross A. McFarland, Ph.D., as- 
sociate professor of industrial hygiene, Harvard School 
of Public Health; and John O. Moore, director of auto 
crash injury research, Cornell University Medical Col- 
lege. Dr. Jacob Kulowski, St. Joseph, Mo., Committee on 
Medical Aspects of Automobile Injuries and Deaths, 
A. M. A., discussed the physician’s responsibility before 
and after auto accidents. Among others on the program 
were Drs. Milton A. Darling, president of the Wayne 
County Medical Society; William S. Jones, president, 
Michigan State Medical Society; William A. Sawyer, 
Chairman of the A. M. A. Committee on Medical Care 
for Industrial Workers; Melvin N. Newquist, medical 
director of the Texas Company, New York City; and 
Franklin M. Kreml, director, transportation center, 
Northwestern University. 


A. M. A. BOARD COMMENDS PRESIDENT 
ON MESSAGE 


The Board of Trustees of the American Medical Asso- 
ciation, meeting in Chicago recently, drafted a letter to 
President Eisenhower, commending him on the health 
and medical care programs set forth in his health mes- 
sage to Congress. The letter, a copy of which was sent 
to Marion B. Folsom, Secretary of Health, Education, 
and Welfare, follows: 


The Board of Trustees of the American Medical Association, 
at its meeting on Feb. 11, unanimously voiced its approval of 
the principal health and medical care programs set forth in your 
recent Health Message to the Congress. 

Your recognition of the tremendous growth of voluntary 
health insurance and the recommended removal of existing legal 
restrictions to pooling efforts were most encouraging to us. 

Your recommendation with respect to medical research and 
medical education as embodied in H. R. 9013, 84th Congress, 
has been approved by the Board of Trustees. We are grateful 
that the objections which we raised to similar legislation last 
year have been considered in drafting the present bill. 

On your recommendation for a sickness survey we concur in 
your view that a survey should be made but recommend that it 
should be made at reasonable periodic intervals rather than as 
a continuing survey as suggested in H. R. 9014, 84th Congress. 

In our opinion the administration’s health program is in gen- 
eral a sound approach to a solution of the problems in the health 
field. We pledge to you and the Congress our continued 
cooperation. 


The A. M. A. letter was sent to the President over the 
signature of Dr. George F. Lull, Chicago, Secretary and 
General Manager of the Association. 
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UNION HEALTH CENTERS 


The Committee on Medical Care for Industrial Work- 
ers, a joint committee of the Councils on Medical Service 
and Industrial Health of the American Medical Asso- 
ciation, has been conducting a study of health centers 
established and operated by labor unions. The data on 
17 such centers are contained in a recently published 
report (1954 revision) available to those interested in 
the subject. The following report is a brief summary of 
the material contained in this study. 


Union health centers are a comparatively recent de- 
velopment in the United States. Several industries have 
had medical service plans for their employees for almost 
a century, but the earliest union center on record is that 
of the International Ladies’ Garment Workers’ Union in 
New York City, organized in 1913. This plan, however, 
was the only union venture in the health field for some 
25 years. Current union interest in health benefits arose 
in 1942, when the federal government’s wartime anti- 
inflation measures practically halted wage increases. The 
War Labor Board ruled that a welfare plan agreed upon 
by employer and union would not be considered a wage 
increase if the cost did not exceed 5% of the payroll. 
Since employers were allowed to deduct their share of 
the cost of such plans as a legitimate business expense, 
health and welfare plans became of prime importance 
in labor-management negotiations. When wage controls 
were discontinued, the interest in health plans remained. 
At latest count, these “fringe benefits” have become part 
of the employment contract of some 11 million workers, 
most of whom are covered through recognized insurance 
procedures. The main exceptions to this rule are the 
program of the United Mine Workers of America, which 
pays physicians and hospitals directly for services ren- 
dered UMWA members and their families, and the 
various “union health centers,” which provide primarily 
diagnostic services to union members and their families. 


The original Committee report described 12 of these 
centers, with details concerning organization and opera- 
tion. The 1954 revision includes five additional union 
health centers surveyed in November, 1953. The centers 
vary in size and location and include both CIO and 
AFL affiliate sponsored plans. The data have been clas- 
sified under the following headings: (1) history, (2) 
membership, (3) objectives, (4) facilities, (5) financing, 
(6) budget and operating costs, (7) administration, (8 ) 
business and professional personnel, (9) benefits, and 
(10) preventive aspects of the services. So far as pos- 
sible, the same headings are used in this summary. The 
Committee has not evaluated any of the plans. However, 
the present factual study lays a foundation for such 
evaluation in'che future. The ILGWU has a number of 
centers throughout the country not included in this sur- 
vey. It is believed, however, that the 11 studies thus far 
are representative of the types operated by this union. 
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History 

The union health center of the ILGWU, founded in 
New York in 1913, was not only the earliest of these 
centers but also, for many years, the only one. The next 
development was the UAW Health Institute, begun in 
1942, almost 30 years later. By 1950, seven more were 
in operation. Half of the total number studied were not 
begun until 1950, 1951, and 1952. The stimulus of the 
government wage “freeze” is obvious, since only two 
began before controls went into effect. The first ILGWU 
union health center began in a different way from its 
successors. Founded before the first World War, at a 
time when wage increases were more important than 
“fringe” or “security” benefits, it was financed entirely 
by members’ contributions. The first center consisted of 
two small rooms, served by one physician with limited 


Paste 1.—Centers Studied 


Plan Begun Location Unio 


AFL Medical Service Plan 195) Philadelphia \FT 

ILGWU Union Health Centers 91 New York ‘FI 
Ia Philadelphia 
12 Cleveland 
19 Minneapol . 
1) Kansas City, Mo 
147 St. Louis 
14s Allentown, Pa 
My Boston ! 
148 Wilkes Barre, Pa 
W951 Newark, N. 
146 Harrisburg, Pa 

Labor Health Institute M5 St. Louis AFI 
Hotel Trades Health Center * 190 New York \FI 
Sidney Hillman Health Centers 1951 New York clo 

1951 Philadelphia 

UAW Health Institute.. 1942 + Detroit chr 

* Full title Hotel Trades Council and Hotel Association Health 
Center, Ine. 

+ Since the publication of “A Survey of Union Heulth Centers’ the 
UAW Health Institute has ceased operations and the union is now 
purchasing services through a local hospital 

} Full title: Health and Welfare Fund of Boston, Massachusetts 


operating the Union Health Center of the International Ladies’ Garment 
Workers’ Union in Boston (AFL) 


equipment, and was designed primarily as a measure 
against tuberculosis, then almost an occupational dis- 
ease in the garment industry. Through the years, the 
center grew in size and in services provided; collective 
bargaining brought employer contributions to help in 
financing.When wage controls began, the advantage of 
this health center to union members had been thoroughly 
demonstrated; it became, in a sense, a model not only for 
ILGWU locals in other cities but also for other unions 
seeking benefits to replace prohibited wage increases 
Membership 

With the exception of the Labor Health Institute, 
center membership automatically includes all those eligi- 
ble for care. Union membership means health center 
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membership. The Labor Health Institute estimates that 
a little less than half those eligible are enrolled, since the 
number eligible includes dependents who are not yet 
covered by collective bargaining agreements. The num- 
ber of union locals and members eligible for each center 
is shown in table 2. The number of members actually 
treated at a center during a year generally ranges be- 
tween a third and a quarter of those who are eligible. 
The main exceptions are the ILGWU center in Minne- 
apolis, which in 1952 served about 350 of its 800 mem- 
bers, and the UAW Health Institute, which in 1951 
served only 16,000 of the 350,000 eligible. 


Objectives 
Most centers were developed primarily to provide a 
complete diagnostic ambulatory clinic. They have also 


emphasized, with not too great success, preventive med- 
icine to promote workers’ health and to avoid loss of in- 


TABLE 2.—Eligible Membership 


Plan Locals Members 
EE FR BONG Fei vines icteceviccccsicves i4 14,000 
ILGWU Union Health Centers 
Se I  adalctects dniss donaxans sweodsmanten 32 202,000 
PIES Was enescesiense cesavecstnansce scan 5 19,000 
IG rata cileua 54a pes thataewebeded be tiokenann 17 5,000 
NTR Creu ocsake al can@ peda naeedpeset o% 5 800 
Se cr cin. dd ceeeneetebesacdones 8 3,000 
a occu. tide ris claceapie@aroutwacessteaau 13 4,500 
SN IN Fa Blcac sh cesbveeceersoeseiteyecs 5 12,000 
PY Sa PeNAURRIS Goce es eFieih ebook eeestcerscoss 26 15,000 
ree Mavedanthonee te 5 13,000 
RE I ee ee ee ee ee ee ee ar tre 29 12-15,000 
I Nn dere kéxcnosbalendimelvexsreue bs.” D.a. 
yD ID 6 kk eoctndvawvedesssesueewe 1 15,000 
Hotel Trades Health Center...................... 10 33,668 
Sidney Hillman Health Centers 
gS Oe er ee ee Pe 26 33,356 
RE Pe Prec es ae eee 16 23,000 
CW BRR BP ia icici hei pe deits vec saccscs 170 350,000 


745,000-748,000 





* Not available. 


come due to illness. One plan (the Hotel Trades Council 
and Hotel Association Health Center, Inc.) includes hos- 
pital service; in that center physicians will treat hospital- 
ized members at reduced rates. The Labor Health Insti- 
tute provides hospital care by staff physicians and, in 
addition, some home care. Few centers have definite 
plans for adding to their services, although several of 
the administrators believe that, in the future, some pro- 
vision will have to be made for coverage of such unin- 
sured medical expenses as home care, drugs, and nurs- 
ing services. At present, however, most centers are con- 
centrating on original objectives, working to increase 
efficiency and utilization by the members. 


Facilities 
Some idea of the facilities available at the various 
centers may be obtained from the tabulation of facilities 
and costs given in tables 3 and 4. Neither the size of the 


center nor the amount of money spent will give an accu- 
rate indication of its worth. They do indicate, however, 
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that an earnest attempt is being made to provide the 
modern and complete facilities necessary for good clin- 
ical services. In general, the centers are well equipped 
and housed in space adequate to the size of the groups 
served. 


TABLE 3.—Health Center Facilities 


Plan Facilities 
AFL Medical Service Plan........... Section of 1st floor in hospital 
ILGWU Union Health Centers 
BT I utopia actiniees idteadée es 6 floors, 100,000 sq. ft. 
I i ns weg 2 aieiginns 2 floors, 14,000 sq. ft. 
UNE ind sb Si dbene cdr cesdecptes 2nd floor of mansion 
IIR, idGite kc eck bndeddawnnen 2nd floor office, 7 rooms 
ee SN I aoss ohn oenevaeeev 3-story house i 
Te Maire cd inacasesdnseseecigews 3-story house : 
Be ne 3-story building t 
eigen e e E  REAT OCOREEE 2nd floor, office building iq 
re BN: TIRES, koiiactoddsscneds Ist floor, apartment house ‘ 
a ee eee 3rd floor, office building 
a ee Ist floor, doctor’s office i 
Labor Health Institute.............. 3 floors in office building ; 
Hotel Trades Health Center......... 5-story office building ; 
Sidney Hillman Health Centers 3 
IN das Scots paternal ese 6-story building, 36,000 sq. ft. 
EE a ee 2-story building, 45,000 sq. ft. 
UAW Health Institute............... 2 floors of 3-story building 
Financing 


‘As previously mentioned, the New York ILGWU cen- 
ter was at first financed entirely by union funds; later, 
however, collective bargaining agreements brought em- 
ployer contributions. At present, the UAW Health Insti- 


TABLE 4.—Health Center Costs 


Cost (in Thousands) 


Sy 





—_ 
Construe- 
tion or Rent, Remod- Equip- 
Plan Purchase Annual eling ment 
AFL Medical Service Plan........... ow $4.0 $62.0 866.0 
ILGWU Union Health Centers 
rr Te eee eT: 2 00.0" Gon 892.0 
Phrfladelgia.. oo. i.e ccceccvscscee 250.0 bee hee 85.0 
oR ee ee ee swan 4.8 82.5 iO 
nies coeds oc98scidsss pace 1.8 10.0 13.0 
Hamed CICGs TO... vccccediedcccss 35.0 a 32.0 32.6 
nS a le 35.0 mae 34.8 35.8 
PE tieckcwcecseakauns 75.0 sea 68.0 OO 
Ev eictedtes nue edicéines dns) 315.0+t es 80.0 93.0 
Wee MOTOR, PBsicccccsccccccsce 70.03 pon 35.0 35.0 
PEE ES ee a ae 500.08 as 300.0 50.0 
Se iene ; pore jhe 
Labor Health Institute.............. 135.1 eat 138.0 85.8 
Hotel Trades Health Center......... 96.5) i 551.8 |] 126.6} 
Sidney Hillman Health Centers 
(oe Ee eer 110.0 bes 500.0 120.0 
EE ee ee 1,086.0 bad eaad 183.6 
UAW Health Institute............... 50.0 oie 82.0 46.5 


* Cost to union of entire 27-story building: center uses 6 floors. 
+ Cost of entire 8-story building; center uses most of one floor. 
t Cost of 3-story building; center uses one floor. 
§ Cost of 4-story building; center uses one floor. 


| Cost analysis, Hotel Trades Health Center: ‘‘Land, $96,470; building 
and fixed equipment, $551,767; movable equipment, $126,630.” 


tute is the only plan studied that received no financial aid 
from management. The remaining plans were begun 
through collective bargaining agreements, and, in most 
of them, the employer pays the entire cost. The payment, 
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varying from 1 to 642% of the gross payroll, is usually 
made to the union local, which then pays the center a 
flat rate per eligible member. In some cases, the Sidney 
Hillman Health Centers for example, employer and em- 
ployee share the operating costs. In another case, union 
funds built the center, and employers finance its opera- 
tion. The UAW Health Institute is financed by flat rate 
per member levied on each participating local union. The 
rate decreases for locals more distant from the institut>. 
Since many of the health funds began during the “wage 
freeze,” some unions feel the employer contribution is in 
lieu of a wage increase and that, indirectly, the center is 
entirely union-financed. 


Budget and Operating Costs 
The UAW Health Institute has no year-to-year limita- 
tion on expenditures; the international union health and 
welfare fund provides the amount necessary to operate 


TABLE 5.—Operating Expenses 


Operating Fiscal Physicians’ 
Plan Expenses Year Payments 
AFL Medical Service Plan............ $ 81,700 1951 * 39,000 
ILGWU Union Health Centers 
PE vssesctenoceseiccscieusss SSO 1952 491,954 
PEs cientdotencassctnens 168,000 1951 119,000" 
Pi aites soesivexsSeseuais 36,392 1952 
EE SN Oe ee Een 14,000 1952 
Kansas City, Mo.................- 62,706 1952 
Be tins tadibuesecdy canoe 111,422 1952 
ith dies. nedctei sean 50,000 1952 
Ee en eee 75,000 1952 
PER BI, BR nvcncecccvcsscex 86,275 1952 
SER ae ee 70,000 1951 
PE Tn chcevnsccscceves  vaewsue pene 
Labor Health Institute............ ‘ 865,142 1952 
Hotel Trades Health Center.......... 586,49 1952 260,690 
Sidney Hillman Health Centers 
BF WO ct eunsiveiesccasescetes 827,000 1952 116,000 
PE cc tactcovnsceccssesce 375,502 1952 172,731 
UAW Health Institute............ 367,174 1951 





* Physicians and auxiliary personnel. 
+t Listed as ‘“‘about 46% of operating expenses.” 


the institute. The other centers operate on a budget basis. 
Most plans either have a reserve fund or are planning 
one as soon as initial indebtedness is met. Total oper- 
ating expenses and, where available, the amount used to 
meet salaries or fees of physicians and auxiliary person- 
nel are given in table 5. 


Administration 

Of the 17 centers, 8 have only union representatives 
on the board of directors. The AFL Medical Service 
Plan has two board members from each local and three 
Officers from the central labor union; the UAW Health 
Institute board of trustees is composed of five members 
of the UAW’s executive committee, including the presi- 
dent. The New York ILGWU center’s board is also com- 
posed of union officials, while the Philadelphia center 
has a director from each of the five affiliated unions. The 
eight remaining centers have both union and manage- 
ment directors. The Sidney Hillman Health Center in 
New York has a 21-man board, elected jointly by unions 
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and managements. The center in Philadelphia has 12 
representatives each from unions and employers. The 
Hotel Trades center is directed by 10 representatives 
each from the Hotel Trades Council and the Hotel Asso- 
ciation. The Labor Health Institute is unique among the 
17 plans in that, in addition to 3 management and 20 
union board members, it also has 2 public representa- 
tives. The 25-member board elects a 6-member execu- 
tive committee to operate the institute. Each center has 
a full-or-part-time medical director for medical adminis- 
tration. Larger centers have medical advisory boards, 
composed of the chiefs of services or of staff members. 
The board of directors is generally responsible for over- 
all policy divisions and usually for appointment of the 
medical staff, although the choice may be made from a 
list submitted by the medical advisory board. 


Business and Professional Personnel 

Administrative personnel vary greatly in number, from 
2 in one center to 144 in another; in most centers, one 
office worker is employed for approximately 1,200 mem- 
bers. Some of these employees work only part time and, 
in some centers, they act as clinical assistants or maintain 
health records not directly related to functions of the 
center itself. Most of the physicians serve the centers on 
a part-time basis. Some hold sessions at irregular in- 
tervals, some are at the center two to four hours daily, 
and some are available on a consultation basis. Aside 
from medical directors, the only fair-sized staff of full- 
time physicians is at the New York ILGWU center, 
which has 10. Few of the other centers have more than 
one. Most centers employ only specialists. The four with 
general practitioners are the New York ILGWU center, 
the Hotel Trades center, the New York Sidney Hillman 
center, and the UAW Health Institute. Payment to phy- 
sicians is usually a flat rate per hour, ranging from $4 to 
$12. Several centers have a graduated increase in fees, 
depending on the length of service at the center. One 
has a different rate for general practitioners and special- 
ists, and one has a highly complicated schedule that bases 
the specialist’s rate per hour on the median annual in- 
come of specialists in his field. Two centers pay on a fee- 
for-service basis, while at the New York ILGWU center, 
full-and-part-time physicians are on an annual salary 
and the consultants on a per-hour basis. Table 6 shows 
the total personnel of each center, full-time and part-time 
(including consultants), and the method of physician 
payment. 


Benefits and Preventive Aspects of Service 

In general, ail centers provide the same type of service; 
their primary objective is complete ambulatory diagnos- 
tic care. Completeness, of course, varies with the size 
of the center and the amount of its funds. A few centers, 
the larger ones particularly, provide therapeutic care, 
with some emphasis on physical therapy. Several centers 
operate their own pharmacies and provide prescriptions 
at cost or at a reduced rate. As previously mentioned, 
two centers have arrangements for hospital care by staff 
physicians, and one provides some home care. Physi- 
cians at the New York Sidney Hillman Center have 
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agreed to accept the fee schedule of the union’s com- 
mercial surgical insurance in full payment for hospital 
care of members, thus providing an informal service 
benefit plan. Several centers provide special services be- 
yond ordinary diagnostic care. The UAW Health Insti- 
tute, for example, provides optometric service and a re- 
duced rate on glasses for members. It also operates a 
mental hygiene service for the entire community with 
partial support from the community chest. All centers 
cooperate with members’ private physicians, sending 
them reports on tests or examinations conducted at the 
center. Several centers have invited local physicians to 
use their diagnostic facilities. All centers are interested 
in preventive care, the method varying with the resources 
of the center. Some sponsor health education talks in 
plants or at the center; some distribute posters and bul- 
letins on health topics. All emphasize the importance of 


TABLE 6.—Personnel 


Personne] 
"i ilar atten Est oe —? 
Physician 
Admin- Physi- Auxil- Payment, 
Plan istrative cians Nurses’ iary per Hr, 
AFL Medical Service Plan 10 34 5 3 $7 
ILGWU Union Health Centers 
Se eeenen 144 175 15 74 Salary & 
per hr. 
Philadelphia............ 15 23 4 4 $7 
| EES eee 3 34 1 11 $10 
Minneapolis... .....0.. 4 1 0 1 Fee basis 
Kansas City, Mo........ 3 21 1 2 $10 
eee ae 6 17 | 2 $6-12 
Allentown, Pa.......... 8 23 » ? &7 
ER oe 11 38 2 4 87 
Wilkes Barre, Pa....... 3 35 4 4 $7 
eee 2 30 4 4 $6 
Harrisburg, Pa......... i a ne - a er 
Labor Health Institute.... 20 58 16 12 Specialty 
rate 
Hotel Trades Health Center 49 183 12 12 $6 
Sidney Hillman Health Centers 
pg ey ee ee 23 sl 4 8 $5-7.50 
Philadelphia............ 28 44 o 12 $7 
UAW Health Institute..... 16 34 1 Y $4-6 


regular check-ups, and one center is experimenting with 
multiple screening, with a mobile unit planned for visit- 
ing the various plants. 

The Mobile Health Survey Program of the ILGWU, 
which operates out of Harrisburg, Pa., represents a novel 
departure in providing diagnostic services to union mem- 
bers. The mobile unit was conceived as the only practical 
method of bringing a health service to small communities 
and a large number of plants dispersed over a radius of 
67 miles. The diagnostic services of the mobile unit are 
unique in that: (1) no physical examinations are given 
to union members; (2) the medical director rarely, if 
ever at all, sees his patients; (3) “survey teams” con- 
sisting of a trained laboratory technician and medical 
caseworker visit each of the 75 establishments, secure 
urine, blood, and other specimens for laboratory ex- 
aminations, and take a carefully documented case history 
of each patient; (4) when the case histories and labora- 
tory reports are completed, they are reviewed, evaluated, 
and classified by the medical director in one of the four 
categories: Normal, Qualified Positive, Positive, and 
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Urgent. In each instance, the patient’s personal physi- 
cian is notified of the medical director’s findings. Specific 
recommendations for action are also made to the patient, 
and follow-up made by the mobile unit in those cases 
classified as urgent. Over a five-year period, a total of 
762 physicians in 24 counties in Pennsylvania have re- 
ceived reports from this union health center. An interest- 
ing discovery of the survey teams is that only 0.3% of 
the union members examined were found to have no 
personal physicians. 
COMMENT 

Despite minor variations, the union health centers 
studied represent definite union experimentation in the 
medical care field. As yet, most medical coverage is on 
an insurance basis, but unions are using “the high cost 
of medical care” and the exclusion of diagnostic services 
from most insurance policies as an argument for union- 
sponsored health centers. Thus far, most centers have 
concentrated on diagnosis, but expansion may well in- 
clude treatment in the home and possibly in the hospital 
as well as at the center. In general, the centers seem mod- 
ern and well equipped. A major problem for most of 
them is insufficient utilization by members, partly be- 
cause of difficulty in visiting the center during working 
hours. To provide increased utilization some plans per- 
mit, or are planning to permit, the members’ dependents 
to use the facilities. No evaluation of plans or compari- 
son between centers has been made. However, the results 
of this study aided materially in the preparation of the 
“Guiding Principles for Evaluating Management and 
Union Health Centers” by the joint committee. These 
principles which appeared in the July 9, 1955, issue of 
THE JOURNAL, page 835, were adopted with slight mod- 
ifications by the House of Delegates at its meeting in 
Boston on Dec. 1, 1955. 





Pemphigus.—In a relentless, highly fatal disease such as pemphi- 
gus, the aim of steroid therapy should be, first of all, relief of 
distress and prolongation of life. Not infrequently corticosteroid 
treatment must be undertaken as a calculated risk because of 
the existence of various complications. However, by observing 
certain precautions it is often possible to relieve even the most 
severely involved pemphigus patients of their incapacitating 
illness. Continued hormonal administration may then be planned 


with the hope, even though it be remote, that the disease may - 


abate and ultimately reach a stage of natural remission which 
will permit withdrawal of the steroids. . . . Perhaps the most 
encouraging feature of the long-term hormonal treatment of 
pemphigus is the fact that once the disease is brought under 
control it is possible in nearly all cases to reduce the daily 
corticosteroid dosage gradually and still maintain a remission. 
Often the necessary maintenance dose is only a fraction of the 
original requirement, and in an exceptional case it may be pos- 
sible to discontinue hormonal therapy entirely without a recur- 
rence of the symptoms. This type of therapy requires a certain 
amount of understanding between patient and physician, and the 
patient should be aware of the hazards involved. Once an ambu- 
latory status has been gained, regular follow-up visits to the 
clinic or office are of utmost importance for only in this way 
can the effects of steroid therapy be noted accurately and proper 
adjustment of dosage achieved. . . . Although corticosteroid 
treatment leaves something to be desired and is not without risk, 
it seems reasonable to expect that the results with this form 
of therapy in pemphigus will improve as further experience is 
gained.—C. T. Nelson, M.D., and M. Brodey, M.D., Cortisone 
and Corticotropin Treatment of Pemphigus, A. M. A. Archives 
of Dermatology, December, 1955, 





@® eee bese ok OUfehClCO 


= 


PY rnost = 06 = © me 





we 


SS 


eve SO 


oo — ££ f 


—_a“— 8 fF 


- © @Awe 


vr. “= SS SR we 2 SS SVS VS PS ee | FS 


el er ee ee 


— 


Vol. 160, No. 8 


MEDICAL NEWS 


CALIFORNIA 


Course in Photomicrography.—A laboratory course in photo- 
micrography, planned primarily for the physician, research 
worker, and medical technician, will be offered by the University 
of California Medical Extension and the University of California 
at Los Angeles School of Medicine on Mondays, 7:30-9:30 p. m., 
March 12-April 16, on the university campus. The fee is $30. 
Requests for information should be made to Dr. Thomas H. 
Sternberg, Assistant Dean for Postgraduate Medical Education, 
University of California Medical Center, Los Angeles 24. 


Postgraduate Convention.—The College of Medical Evangelists, 
Loma Linda-Los Angeles, announces that the Alumni Post- 
graduate Convention in Los Angeles March 4-8 will be open 
to all doctors of medicine. Refresher courses at the White 
Memorial Hospital Sunday and Monday will precede the scien- 
tific assembly. Dr. Walter E. Macpherson is chairman of the 
scientific assembly program, which will include presentations by 
Major Gen. Silas B. Hays, surgeon general, U. S. Army; 
Dr. John G. Young, Dallas, Texas; Dr. Allan M. Butler, Bos- 
ton; Dr. Clement A. Finch, Seattle; Dr. O. Spurgeon English, 
Philadelphia; Dr. Francis T. Hodges, San Francisco; Dr. Conrad 
G. Collins, New Orleans; Dr. Waltman Walters, Rochester, 
Minn.; and Col. Floyd L. Wergeland, Kansas. Panel discussions 
will be held on “Management of Psychosomatic Illness,” “Mis- 
diagnosis,” and “The Doctor and the Public in 1956.” The 
American Academy of General Practice grants its members post- 
graduate credit for registered attendance at the refresher course 
program and informal postgraduate credit for registered attend- 
ance in the scientific assembly. Inquiries should be addressed 
to the Managing Director, Alumni Postgraduate Convention, 316 
N. Bailey St., Los Angeles 33. 


CONNECTICUT 


Microbiology Seminars.—The Yale University School of Medi- 
cine, New Haven, will present “Studies on Pathogenesis of 
Fever” by Dr. Elisha Atkins of the department of medicine, 
March 2, 4 p. m., in the Brady Memorial Laboratories and 
“The Cycle of Life” by Mr. Roman Vishniac, New York City, 
March 9, 4 p. m., in the Brady Auditorium. 


Course on Diabetes Mellitus.—Yale University School of Medi- 
cine, New Haven, offers weekly teaching conferences that will 
review the important aspects of diabetes mellitus with particular 
emphasis on management. Dr. Philip K. Bondy, associate pro- 
fessor of medicine, is the program director. The following 
sessions, each followed by a question-answer period, will be held, 
2:30-5 p. m., in Farnam Auditorium, Yale-New Haven Medical 
Center, 789 Howard Ave.: 

March 8, Pathologic physiology of diabetes mellitus, Philip K. Bondy. 
Laboratory procedures in diagnosis and evaluation of diabetes, 
Charles R. Kleeman. 

March 15, Office management of diabetes, Paul H. Lavietes. Insulin 
preparations, Philip K. Bondy and Paul H. Lavietes. 

March 22, Diabetes in childhood, Henry K. Silver. The geriatric dia- 
betic, Philip K. Bondy. 

March 29, Surgery and diabetes, Franklin H. Epstein and Mark A. 
Hayes. Pregnancy and diabetes, Charles R. Kleeman. 

April 5, Management of diabetic acidosis, Franklin H. Epstein and 
Charles R. Kleeman. 

April 12, Complications of diabetes: diagnosis and management, Philip 
K. Bondy and Franklin H. Epstein. 

Registration fee and tuition will be $30 (for the series of six 
conferences). Interns and residents may register without charge. 
Admission will be limited to those who have registered in ad- 
vance. Inquiries should be addressed to: Assistant Dean, Post- 
graduate Medical Education, Yale University School of Medi- 
cine, 333 Cedar St., New Haven 11. 





Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


DELAWARE 


Society News.—At its fourth annual scientific session at Kent 
Manor Inn near Wilmington, the Delaware Academy of Genera! 
Practice recently presented the following papers by out-of-state 
speakers: 

Anticoagulant Therapy, Shepard Shapiro, New York 

The Submarginal Child, William D. Snively, Evansville, Ind 

New Drugs, Charles M. Gruber Jr., Indianapolis 

What's New in the Treatment of Skin Disease, Paul Kicin, New York 


Evaluation and Therapy of Patients with Hypertension, Bill L. Martz, 
Indianapolis. 


The General Practitioner and Cardiac Surgery, William Likoff, Phila 
delphia. 


DISTRICT OF COLUMBIA 


Course in Use of Radioactive lodine.—Subject to receipt ot 
sufficient registrations, a One-week intensive course in the diag- 
nosiic use of radioactive iodine has been scheduled to begin 
April 2 in the isotope laboratory at the Georgetown University 
Medical Center, Washington, D. C., under the direction of Dr 
Benedict J. Duffy Jr. and John R. Howley. This clinical didactic 
course is available to physicians only. Registrations should be 
submitted no later than March 19. The fee for the course is 
$100. In addition to this basic course, an advanced section will 
be offered to provide specialized training and clinical experience 
to meet the requirements of the Atomic Energy Commission for 
specialized diagnostic studies and therapeutic use of radioiodine, 
radiophosphorus, and radiogold. This course will be provided 
weekly, on Fridays, April 13-June 29, 


ILLINOIS 

Study on Narcotic Addiction.—The Illinois State Department 
of Welfare has made a grant of $26,000 to the department of 
neurology and psychiatry at Northwestern University Medical 
School, Chicago, for the initial study in a broad research pro 
gram on narcotic addiction. The study, “designed to investigate 
the question of how the resistance of a person is undermined 
by the use of drugs and narcotics and what resources he has to 
combat the stress and the addiction,” will be under the direction 
of George K. Yacorzynski, Ph.D., professor, and Harvey Nash, 
Ph.D., associate. Over 900 total hours of testing will be given 
on the capacities of subjects to comprehend their environment 
in all its complexity, to bring relevant aspects of their past 
experience to bear in dealing with current problems, to pursue 
their goals in the face of external or internal distraction, to 
decide wisely between alternate courses of action, and to cope 
with strong emotions by putting them to constructive use 





Chicago 





Society News.—On Feb. 8 the Chicago Society of Physical! 
Medicine and Rehabilitation had as speaker Dr. Justus F. 
Lehmann, associate director, department of physical medicine 
and rehabilitation, Ohio State University, Columbus, whose sub- 
ject was “The Application of Ultrasound in Physical Medicine.” 


Cardiac Conference.—The cardiovascular committee of the 
Cook County Hospital announces a special lecture on Feb. 27, 
9-10 a. m., in the Children’s Amphitheater, 700 S. Wood St. 
Dr. F. Mason Sones Jr., chief, cardiorespiratory department, 
Cleveland Clinic, will present “High Speed Motion Picture 
Photography in the Study of Heart Disease.” 


Personal.—Dr. Leon Unger returned recently from Latin 
America, where he lectured on bronchial asthma to chapters 
of the American College of Chest Physicians in Panama: Lima. 
Peru; Santiago, Chile; Buenos Aires, Argentina; Montevideo, 
Uruguay; and Porto Alegre, Brazil. He spoke also in Rio de 
Janeiro before the International Association of Allergology on 
migraine. 
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Camp for Diabetic Children—A summer camp for diabetic 
children will be opened for the eighth season under the auspices 
of the Chicago Diabetes Association from July 15 to Aug. 5 at 
Holiday Home, Lake Geneva, Wis. In addition to the complete 
camp personnel, the Chicago Diabetes Association furnishes a 
staff of resident physicians and dietitians, trained in the care of 
diabetic children. Boys and girls, ages 8-14 years, are eligible. 
Fees will be set on a sliding scale to meet individual circum- 
stances. Physicians are urged to notify parents of diabetic 
children and to enter the names of children who would like to 
attend camp. Applications may be obtained from and inquiries 
should be addressed to: Chicago Diabetes Association, 5 S. 
Wabash Ave., Chicago 3, ANdover 3-1861. 


INDIANA 

Meeting on Epilepsy.— The Evansville Epilepsy League will hold 
the first of a series of educational programs dealing with the 
problems of epilepsy Feb. 29, 7:30 p. m., in the Community 
Center. Dr. Philip T. White, professor of neurology at the 
Indiana University School of Medicine, Indianapolis, will speak. 


KANSAS 

Symposium on Digitalis—A symposium on digitalis will be held 
at the University of Kansas Medical Center, Kansas City, Feb. 
27-28, under the sponsorship of the Kansas State Board of 
Health, Kansas Medical Society, Kansas University School of 
Medicine, Kansas Division of the American Heart Association, 
and the Kansas City Heart Association. All phases of the subject 
will be discussed. No registration fee is required. The course is 
open to any doctor of medicine. For information, write to the 
Department of Postgraduate Medical Education, University of 
Kansas Medical Center, Kansas City 12. 


MAINE 


Grant for Muscular Dystrophy.—Muscular Dystrophy Associ- 
ations of America has approved a research grant for about 
$50,000 to the Roscoe B. Jackson Memorial Laboratory, Bar 
Harbor, for continued study of “the genetic mutant of muscular 
dystrophy in mice and the production and development of 
muscular dystrophy mice for research at other laboratories.” 
Clarence C. Little, Sc.D., director of the laboratory, recently 
announced the discovery of a strain of mice with hereditary 
muscular dystrophy. 


MASSACHUSETTS 

Medical and Dental Symposium.—A Medical and Dental Sym- 
posium for the Armed Services will be held March 21-23 to 
consider “Developments in Military Medicine and Dentistry with 
Special Emphasis on Atomic Warfare, Special Weapons, and 
Isotopes.” The meeting on Wednesday will be conducted at the 
U. S. Naval Hospital, Chelsea. On Thursday and Friday morn- 
ings, clinics are scheduled at hospitals in Boston, where the 
topic will be “Treatment of Diseases with Radioactive Isotopes.” 
Afternoon lectures will be given at the Jimmy Fund Foundation 
Building and in the auditorium at the New England Deaconess 
Hospital. Information may be obtained from the District Medi- 
cal Office, First Naval District, 495 Summer St., Boston 10. The 
symposium has been approved for retirement point credit for 
those on the active list in the armed services reserve program. 


MICHIGAN 

Clinical Institute in Detroit—The Michigan Clinical Institute 
will convene March 7-9 at the Sheraton-Cadillac Hotel, Detroit, 
under the general chairmanship of Dr. Leroy W. Hull, Detroit, 
a past-president of the Michigan State Medical Society. 
Addresses of welcome by Dr. William S. Jones, Menominee, 
president of the society, and Dr. Milton A. Darling, Detroit, 
president, Wayne County Medical Society, will precede the open- 
ing presentation on “Preventing Death from Craniocerebral In- 
juries in Auto Accidents,” at 9 a. m. by Dr, Donald Munro, 
Boston. The Michigan Cancer Coordinating Committee Lec- 
ture, “Trends and Accomplishments in Alimentary Tract Can- 
cer,” by Dr. Owen H. Wangensteen, Minneapolis, and the Michi- 
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gan Foundation for Medical and Health Education Lecture, 
“What’s New in Lung Cancer,” by Dr. Alton Ochsner, New 
Orleans, will be delivered Wednesday morning and “Injuries of 
the Hand” by Dr. Michael L. Mason, Chicago, in the afiernoon. 
On Thursday, Annual Michigan Heart Day, the morning pro- 
gram by the Michigan Heart Association will open with “Pre- 
vention and Prophylaxis of Rheumatic Fever” by Dr. Benedict 
F. Massell, Boston. The following speakers will be on the after- 
noon program: 

Tom D. Spies, Birmingham, Ala., and Chicago: What’s New in Vitamin 

and Hormone Treatment of Arthritis. 

_ Robert W. Wilkins, Boston: Rauwolfia in Hypertension. 

Henry T. Ricketts, Chicago: What’s New in Diabetes. 

Leo Loewe, Brooklyn: What’s New in Antibiotics for the General 

Practitioner. 

Presentations by out-of-state speakers on Friday include: “What’s 
New in Cerebral Palsy” by Dr. Meyer A. Perlstein, Chicago; 
“Poliomyelitis Vaccine: Problems in Processing and Antigenic 
Value” by Dr. Milton V. Veldee, Palo Alto, Calif.; and “What's 
New in Drugs, 1956” by Dr. Frederick F. Yonkman, Sum- 
mit, N. J. Discussion conferences and continuous color motion 
pictures (courtesy: Davis & Geck, Inc.) have been scheduled 
daily. On Wednesday Drs. Ochsner and Wangensteen will be the 
honored guests at a luncheon (for reservations, contact E. W. 
Tuescher, 4811 John R. St., Detroit). Other special events in- 
clude an all-day meeting, reception, and dinner, Michigan chap- 
ter, American College of Surgeons, and a clinical conference, 
dinner, and evening program, Michigan branch, American 
Academy of Pediatrics, on Tuesday, March 6. Members of the 
American Academy of General Practice will be allowed credit 
toward postgraduate study. There will be no registration fee for 
members of state medical societies. 


MISSOURI 

Anesthesiologists Meet in St. Louis.—The annual meeting of the 
Missouri Society of Anesthesiologists will be held March 4 at 
the Chase Hotel, St. Louis. Luncheon, 12:30 p. m., will be 
preceded by the annual business meeting and followed by the 
scientific meeting. The relationship of adrenocortical function 
and vascular response to stress in general and to anesthesia and 
surgery in particular will be discussed by Dr. Jeno L. Kramar, 
associate professor of pediatrics, Creighton University School 
of Medicine, Omaha. Theodore E. Weichselbaum, Ph.D., associ- 
aie professor of experimental surgery, Washington University 
School of Medicine, St. Louis, will speak on “An Attempt to 
Evaluate Adrenal Cortical Responses Following Elective Sur- 
gery.” 


MONTANA 


Society News.—The Montana Radiological Society recently 
elected Dr. Grant P. Raitt, president; Dr. Richard B. Briden- 
baugh, vice-president; and Dr. John H. Stewart, secretary- 
treasurer, all of Billings. The Montana Academy of Oto- 
Ophihalmology will hold its annual meeting Feb. 25-27 at the 
Ranch Hotel, Boulder. The program will feature a symposium 
on tumors under the chairmanship of Drs. Robert M. Morgan 
and Raymond O. Lewis, Helena. 





Fifty Year Club—Dr. Edward M. Gans, Harlowtown, was 
recently made a member of the Fifty Year Club of the Montana 
Medical Association. Dr. Gans, a past-president of the Montana 
Medical Association and the Fergus County Medical Association, 
is still active in his profession at the age of 80. Dr. Gans’ sons, 
Paul J., Lewistown, and Edward W., Oakland, Calif., also are 
physicians. Other Montana physicians elected to the Fifty Year 
Club were Drs. Sidney A. Cooney, Helena; Ambrose L. Ham- 
merel, Billings; Arthur S. Hoon, Chinook; and Charles S. Houtz, 
Havre. 


NEW JERSEY 


The Waksman Lecture.—The New Jersey chapter, American 
College of Chest Physicians, will present the second annual 
Selman A. Waksman Lecture Feb. 28, 8:45 p. m., at the Berthold 
S. Pollak Hospital for Chest Diseases, Jersey City. Dr. Richard 
H. Overholt, Boston, will discuss “Carcinoma of the Lung: 
Direct Avproach to Shadow and Substance.” 
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Personal.—An oil portrait of Dr. Nolan D. C. Lewis, Skillman, 
was presented to the New York State Psychiatric Institute, in the 
name of the Department of Mental Hygiene of the State of New 
York at a reception in honor of Dr. Lewis. For 17 years, until his 
retirement in 1953, Dr. Lewis was director of the institute and 
professor of psychiatry of the Columbia University College of 
Physicians and Surgeons. 


Meeting on Rheumatism.—aAt its meeting Feb. 29, 9 p. m., at 
the Academy of Medicine, 91 Lincoln Park, Newark, the New 
Jersey Rheumatism Association will have as speakers Dr. Otto 
Steinbrocker, New York, on “A Present-Day Orientation in the 
Management of Rheumatoid Arthritis,” and Dr. Charles Ragan, 
New York, on “Serologic Manifestations of Inflammation and 
the Sheep Cell Agglutination Tests Seen in Various Types of 
Arthritis.” 


NEW YORK 


Society News.—At the meeting of the Onondaga County Medical 
Society and Syracuse Academy of Medicine in the University 
Club, Syracuse, March 6, 8 p. m., Dr. Carl A. Binger, Boston, 
will discuss “Psychosomatic Medicine.” Dr. Binger is a lecturer 
in the department of psychiatry at Harvard Medical School. He 
is the author of “The Doctor's Job,” which won the Norton 
award in 1945, and has been editor-in-chief of Psychosomatic 
Medicine since 1947. 


Symposium on Air Pollution.—The fourth annual Symposium 
on Air Pollution will be held at Wagner College, Staten Island, 
on the evening of March 2 and on March 3 from 9 a. m. to 
4:30 p. m. The lecturers will include experts in public health, 
agriculture, and engineering, as well as air pollution control 
officials of governmental agencies and industry. Included in 
the program will be technical exhibits and a tour through the 
air pollution control project of a neighboring industrial plant. 
The symposium will be under the auspices of the department of 
bacteriology and public health of Wagner College (Natale Colosi, 
Ph.D., chairman). There will be no registration fee. Copies of 
the program will be mailed on request. 


Seminar in Hematology.—The Buffalo Academy of Medicine 
and the University of Buffalo School of Medicine will present 
a seminar in hematology in Butler Auditorium, Capen Hall, 
University of Buffalo, Feb. 29. Discussion will follow each of 
the following papers, which will constitute the afternoon session: 
Treatment of Acquired Hemolytic Anemia, William Dameshek, Boston. 
—— of Red Cell Destruction, Scott N. Swisher Jr., Rochester, 
Mu: Y. 
Significance of Abnormal Hemoglobins, Karl Singer, Chicago. 
Spherocytic Anemias, Lawrence E. Young, Rochester, N. Y. 
At 8:45 p. m. Dr. Marvin L. Bloom, assistant clinical professor 
of medicine at the school of medicine, will serve as moderator 
for a round-table discussion of selected hematological problems, 
with Drs. Dameshek, Singer, and Young as collaborators. 


Hospital Disaster Plan Available.—‘“Outlining a Hospital Dis- 
aster Plan,” a loose-leaf outline-questionnaire intended as a 
guide in the organization of emergency hospital services for civil 
defense, is now available for use by the more than 400 general 
and allied hospitals in New York state. According to Lieut. Gen. 
C. R. Huebner, director, New York State Civil Defense Com- 
mission, the outline will serve as a check list of emergency 
functions for the hospitals and make possible the development 
of uniform hospital disaster services along lines recommended 
by state and federal authorities. The outline has been approved 
by the Hospital Association of New York State. Among the 
subjects covered in the outline are: location of emergency sup- 
plies; evaluation of patient’s condition for emergency transfer 
or discharge; creation of additional ward facilities by use of 
nearby buildings not normally associated with hospital activities; 
emergency communications, police, information, transportation, 
food, and housekeeping services; expansion of the hospital 
facilities proper to increase capacity; medical staff requirements 
under emergency conditions; coordination with local civil defense 
authorities; and establishment of emergency utility services. 
Copies may be obtained from the state department of heal.h’s 
regional offices in Albany, Buffalo, Rochester, Syracuse, or 
White Plains. 
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New York City 


Lecture on Neoplastic Diseases.—On March 2 at 3 p. m 
“Hematologic Complications in Neoplastic Diseases” will be 
discussed in the West Basement Conference Hall at Montefiore 
Hospital by Dr. George Brecher, chief, hematology service, 
clinical pathology department, Clinical Center, National Insti- 
tutes of Health, Bethesda, Md. 


Wyckoff Lecture.—The John Wyckoff Lecture, “Immunological 
Tolerance and Immunological Paralysis,” will be given by Sit 
Macfarlane Burnet, professor of experimental medicine, Univer 
sity of Melbourne, Australia, in the Bellevue Psychiatric 
Hospital Amphitheatre (30th Street and First Avenue), Feb. 28, 
4 p.m. Sir Macfarlane is director of the Walter and Eliza Hall 
Institute of Medical Research. 


Prosthetics Rehabilitation Course.—New York University an 
nounces a program of prosthetics rehabilitation, “a pioneering 
joint effort by engineering and medical education.” A similar 
program is being organized at the University of California at 
Los Angeles. The New York University program will be con- 
ducted in a new laboratory at First Avenue and 26th Street 
Facilities will include classroom and demonstration space, a 
limb shop, and an amputee training section. The first series of 
courses, covering prosthetic rehabilitation of the above-knee 
amputee, begins March 5. Courses will cover biomechanical 
data related to gait, new mechanical components, fit and align 
ment, evaluation and training, prescription, and clinic procedures 
and will include participation in the work of major rehabilitation 
centers and hospitals in the New York area. The courses vary 
in length from five days to several weeks. The program will be 
administered by a committee headed by Dr. Clarence E. de la 
Chapelle, associate dean of the Post-Graduate Medical School, 
and including associate professor Dr. Donald A. Covalt of the 
college of medicine and Dr. Walter A. L. Thompson of the Post- 
Graduate Medical School. Information may be obtained from 
the New York University Post-Graduate Medical School, 550 
First Ave., New York 16. 





NORTH CAROLINA 


Dr. Hill Honored.—Dr. Millard D. Hill, Raleigh, Vice-President 
of the American Medical Association, was recently elected 
president of the Raleigh Academy of Medicine, one of the oldest 
local medical organizations in the country. Dr. Hill has been 
secretary and treasurer of the Medical Society of the State of 
North Carolina since the retirement of Dr. Roscoe D. McMillan 
of Red Springs to become president-elect. The academy unani- 
mously reelected Dr. Isaac C. Wright, Raleigh, secretary, and 
Dr. Robert Williams, Raleigh, treasurer. 


OHIO 

Hospital News.—A new program inaugurated by the University 
Hospital, Ohio State University College of Medicine, Columbus, 
will enable patients to receive blood and pay only a service 
charge. The hospital blood bank has been coordinated with the 
Red Cross program so that all blood donated will be Red Cross 
blood, free to all patients. 


Pediatric Fellowships at New Clinic.—The department of pedi- 
atrics of Ohio State University and the Children’s Hospital of 
Columbus have established the Clinic of Child Development, 
which will be concerned with deviations from normal behavioral 
development in the preschool period. Diagnostic evaluation, 
guidance in the management of problems, and help in securing 
medical and community services will be provided. One-year 
fellowships with a stipend of $5,000, available beginning July 1, 
provide one position each six months. Address inquiries to Dr. 
Earl H. Baxter, Chairman of the Department of Pediatrics, Ohio 
State University, or to Dr. Hilda R. Knobloch, Associate Pro- 
fessor of Pediatrics and Director of the Clinic. 


SOUTH CAROLINA 

Society News.—The South Carolina Trudeau Society will spon- 
sor a program March 5, 7:30 p. m., at the meetings of the Third 
District Medical Society. The meeting of Self Memorial Hospital, 
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Greenwood, will have as guest speaker Dr. Julius L. Wilson, 
Philadelphia, medical director of the National Trudeau Society. 
Dutch dinner will be served. The Trudeau Society extends a 
cordial invitation to all to attend this meeting. 


TENNESSEE 

State Association Moves.—The Tennessee State Medical Associ- 
ation has moved from 319-325 Doctors Bldg., 706 Church St., 
Nashville, to new headquarters at 112 Louise Ave., Nashville 5. 


Postgraduate Courses.—The University of Tennessee College of 
Medicine in cooperation with the John Gaston Hospital and the 
Le Bonheur Children’s Hospital, Memphis, will offer postgradu- 
ate programs in (1) clinical hematology, Feb. 28-March 2; (2) 
diagnosis and management of peripheral vascular diseases, 
March 7-8; and (3) pediatrics, March 14-16. 


Society News.—The fourth annual interim meeting of district 7 
of the American Academy of Obstetrics and Gynecology will 
be held at the Peabody Hotel, Memphis, March 9-10. The pro- 
gram will include 11 scientific papers by fellows, 6 case reports, 
9 short papers by residents, and 16 luncheon round-tables. 
Wives are invited to the banquet Friday evening. Dr. William T. 
Black Jr., Memphis, is chairman of the local arrangements 
committee. 


TEXAS 

Narcotic Violation.—Dr. Henry Grady Whitmore, 517 Pleasan- 
ton Rd., San Antonio, pleaded guilty in the state court at San 
Antonio to a violation of Section 2 of the Texas Uniform Nar- 
cotic Drug Act and on Jan. 16 was sentenced to serve a term 
of three years. 


Dr. Bond Receives Gold-Headed Cane.—Dr. Thomas B. Bond, 
Fort Worth, immediate past-president of the Radiological Society 
of North America, was recently presented with the Gold-Headed 
Cane, the highest award of the Tarrant County Medical Society. 
Dr. Bond, a past-president of the county society, has served on 
the Texas Medical Association’s economic council and is a 
chancellor of the American College of Radiology. After service 
in World War I, he practiced with his father in Fort Worth 
and with him was one of the founders of the Texas Radiological 
Society. 


Society News.—An all-day scientific program featuring Dr. 
Willard E. Goodwin, associate professor of urology at the 
University of California at Los Angeles School of Medicine, will 
be held by the Texas Urological Society in Austin Feb. 27. A 
reception and dinner for members, wives, and guests are 
scheduled for the preceding evening. According to Dr. Rexford 
G. Carter, Austin, secretary of the society, the requirement for 
membership is fulfilled by registration at a meeting, and in- 
terested physicians are invited. There will be no registration fee 
for interns, residents, and members of the armed forces. 


UTAH 

Society News.—The Utah Trudeau Society, which was recently 
organized in Salt Lake City, chose as its president Dr. Flmer M. 
Kilpatrick, Salt Lake City; as president-elect, Dr. Wallis L. 
Craddock, Fort Douglas; and as secretary-treasurer, Dr. Thomas 
F. Keyes, Salt Lake City. 





Personal.—Dr. Samuel W. Georges, Provo, was recently named 
by Pope Pius XII as a Knight of the Order of St. Gregory the 
Great. Dr. Georges is a member of the staff of Utah Valley 
Hospital, Provo, and also serves on the staffs of Payson City 
and American Fork Community hospitals. 


Course on Pediatric Psychiatry.—The University of Utah College 
of Medicine, Salt Lake City, and the Utah State Department of 
Health will present “The Clinical Management of the Emotional 
Problems of Children,” March 26-28, at the Salt Lake General 
Hospital Infirmary Amphitheatre in Salt Lake City. The faculty 
will consist of Drs. Henry H. Work, Los Angeles; Robert L. 
Stubblefield, Denver; Frank T. Rafferty, assistant director, Utah 
Child Guidance Center; and the director of the course, Dr. 
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Leonard H. Taboroff, director of the Utah Child Guidance 
Center. The student group will be limited to 24. The Utah State 
Department of Health has provided scholarships for Utah 
physicians. The course has been approved for formal education 
by the American Academy of General Practice (24 credit hours). 


VIRGINIA 

Society News.—The Virginia Obstetrical and Gynecological 
Society recently elected Dr. George S. Hurt, Roanoke, president; 
Dr. James M. Habel Jr., Suffolk, vice-president; Dr. Millard B. 
Savage, Norfolk, president-elect; and Dr. Chester D. Bradley, 
Newport News, secretary-treasurer. 


Club Honors Dr. Martin. —Dr. Walter B. Martin, Past-President 
of the American Medical Association, was honored recently 
when the Cosmopolitan Club presented him with a medal “for 
distinguished service as Norfolk’s first citizen in civic affairs for 
the year 1955.” Among those attending the presentation cere- 
monies at the Norfolk Yacht and Country Club were Dr. Charles 
M. Caravati, Richmond, governor for Virginia of the American 
College of Physicians, and Dr. Mallory S. Andrews, president- 
elect of the Norfolk County Medical Society. Dr. Martin was 
the second physician to receive the Norfolk club’s distinguished 
service medal, awarded annually since 1928. The late Dr. South- 
gate Leigh Sr., founder of the Sarah Leigh Hospital and Clinic, 
now the Leigh Memorial Hospital in Norfolk, received the medal 
in 1929, 


General Practice Assembly.—The Virginia chapter, American 
Academy of General Practice, announces the sixth annual scien- 
tific assembly at the Homestead, Hot Springs, March 2-4. The 
Friday morning session (Virginia Diabetes Association) will open 
with “Diabetes in Children” by Dr. Joseph T. Beardwood, 
Philadelphia. Friday afternoon, presentations by other out-of- 
state speakers will include: 

Hypothyroidism in Children, Weston M. Kelsey, Winston-Salem, N. C. 

Misconceptions in Poliomyelitis, George J. Boines, Wilmington, Del. 

Look Again, Doctor, Mr. Theodore Wiprud, Washington, D. C. 
On Saturday morning, “Management of Hypertension” by Dr. 
Edward S. Orgain, Durham, N. C., and “Observations on the 
Treatment and Prevention of Coronary Heart Disease” by Dr. 
Paul Dudley White, Boston, will precede a peptic ulcer sym- 
posium. Dr. Murray M. Copeland, Washington, D. C., will 
open the afternoon session with “Palliative Care of Inoperable 
and Incurable Cancer and Related Neoplasm.” A banquet and 
dancing are scheduled for Saturday evening. 


WEST VIRGINIA 

Personal.—Dr. Harlan A. Stiles, Huntington, has been named 
medical director of rehabilitation services at Morris Memorial 
Hospital for Crippled Children in Milton. Dr. John J. 
Brandabur, Huntington, has been named chief medical examiner 
for the Chesapeake & Ohio Railway. He will also be head of 
the medical department of the northern division, which includes 
the Pere Marquette. 





Medical Seminar.—Dr. Samuel P. Martin, Durham, N. C., will 
speak before a medical seminar at West Virginia University 
School of Medicine, Morgantown, March 6, on “The Cellular 
Mechanisms of the Body’s Defenses.” Dr. Robert L. Bradley, 
chief, surgical service, Veterans Administration Hospital, Hunt- 
ington, was the guest speaker at a seminar held at the school of 
medicine Feb. 10, when his subject was “The Surgical Treatment 
of Peptic Ulcer.” 


WISCONSIN 

Orthopedic Field Clinics.—The Bureau for Handicapped Chil- 
dren, state department of public instruction, announces the 
following schedule for orthopedic field clinics in March: Green 
Bay, March 1-2; Kenosha, March 7-8; Eau Claire, March 15-16; 
Racine, March 21-22; and Wausau, March 28-29. The clinics 
are conducted for persons under 21 years of age who are re- 
ferred by their family physician for orthopedic diagnosis and 
consultation. Forms for referral may be obtained from the 
Bureau for Handicapped Children, 146 North, State Capitol, 
Madison 2. 
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GENERAL 

Prize for X-Ray Studies.—A David Anderson-Berry medal and 
about $280 will be awarded in 1956 by the Royal Society of 
Edinburgh to the person who, in the opinion of the council, has 
recently produced the best work on the therapeutic effect of 
x-rays on human diseases. Applications may be based on both 
published and unpublished work and should be accompanied by 
copies of the relevant papers. Applications must be in the hands 
of the General Secretary, Royal Society of Edinburgh, 22 George 
St., Edinburgh 2, Scotland, not later than March 31. 





Friedenwald Memorial Fund.—As a memorial to the late Dr. 
Jonas S. Friedenwald of Baltimore, who died Nov. 6, 1955, the 
Association for Research in Ophthalmology has established the 
Friedenwald Memorial fund, to be used for awards for meri- 
torious research in ophthalmology and related sciences. Con- 
tributions may be sent to any of the following committee 
members: Dr. David G. Cogan, Chairman, 243 Charles St., 
Boston; Dr. Bernard Becker, 640 S. Kingshighway Blvd., St. 
Louis 10; or V. Everett Kinsey, Ph.D., Kresge Eye Institute, 
690 Mullett St., Detroit. 





New England Anesthesiologists.—A meeting of the New England 
Society of Anesthesiologists will be held at the Hartford (Conn.) 
Hospital March 2. During the afternoon session “Measure- 
ments of Mechanical and Electrical Events of the Cardiac Cycle: 
Il. Nitrous Oxide—Succinylcholine Anesthesia” will be con- 
sidered by Dr. David M. Little Jr. Stamford, department of 
anesthesiology, Hartford Hospital, Dr. George C. Sutton (by 
invitation), Heart Station, Evanston (Ill.) Hospital, and Dr. John 
L. McClung (by invitation), department of anesthesiology, U. S. 
Navy Hospital, Great Lakes, Ill. In the evening “A Surgeon's 
Glimpse of Moscow” will be presented by Dr. William B. Sco- 
ville, department of neurosurgery, Hartford Hospital. 


Impostor.—According to a protest written by Dr. Charles A. 
White, 10465 Carnegie Ave., Cleveland 6, a person who calls 
himself George W. Frederick is entirely unknown to him. Dr. 
White states that he has never seen the man and that Frederick 
is using his name to obtain phenobarbital and/or paregoric on 
false representations. Dr. White is informed that Frederick 
usually tells the physician he visits that a member of his family 
or of a friend’s family has died and that he is having epigastric 
distress. The man has made such representations to physicians 
in Richmond, Va., Charleston, S. C., and, more recently, in 
San Francisco. These physicians have written to Dr. White that 
Mr. Frederick has omitted the item of payment of their fees. 


Sanitation Citation.—On Jan. 31 the American Export Lines of 
New York City was awarded a special citation for maintaining 
high standards of sanitation on all the 30 ships of its fleet, 
presented by Dr. Otis L. Anderson, Washington, D. C., assistant 
surgeon general of the Public Health Service. American Export 
Lines is the first transoceanic line and the first large passenger- 
carrying line to receive the special citation since it was created 
three years ago. It is awarded to steamship companies only after 
every vessel in the line has received a certificate of sanitation 
during a single year. The certificate is based on an inspection 
involving 166 separate points of sanitary construction and main- 
tenance, including such things as food service, water supplies, 
sewage disposal, and ratproofing. 





Surgeons Meet in Milwaukee.—The American College of Sur- 
geons will hold a sectional meeting Feb. 27-29 at the Hotel 
Schroeder, Milwaukee. All members of the medical profession 
are invited. A motion picture, “Wounds,” at 8:30 a. m. Monday 
will precede the following symposium on handling of mass 
casualties: 
Aspects of Nuclear Weapons, Col. James B. Hartgering, MC, U. S. 
Army, Washington, D. C. 
Surgical Management of Mass Casualties, Col. Joseph R. Shaeffer, MC, 
U. S. Army, Washington, D. C. 
Civilian Aspects of Mass Casualties, Oscar P. Hampton Jr., St. Louis. 
Hospital Organization for Mass Casualties, Robin C. Buerki, Detroit. 
The motion picture “Surgical Treatment of Diverticulitis of the 
Sigmoid,” by Dr. R. Kennedy Gilchrist, Chicago, will be followed 
by a cancer symposium in which Dr. Gilchrist will speak on 
cancer of the colon; Dr. Charles C. Higgins, Cleveland, on 
carcinoma of the prostate; and Dr. H. Mason Morfit, Denver, 


MEDICAL NEWS 687 


on tumors of the thyroid. Panels have been scheduled on in- 
testinal obstruction, endometriosis, urinary incontinence, cata- 
ract surgery and glaucoma, surgical lesions of the spleen, and 
operative versus medical treatment of diseases of the thyroid 
gland. Dr. Paul R. Hawley, Chicago, director, American 
College of Surgeons, will speak at the dinner Tuesday evening, 
after which a film made by Dr. Ralph V. Landis, Appleton, Wis., 
on big game hunting in British Columbia, Canada, and another, 
entitled “Danger at the Source,” concerned with the problem of 
more support for the nation’s medical schools, will be shown 
Following a clinic session at Veterans Administration Hospital 
on Wednesday morning, Dr. Erwin R. Schmidt, Madison, Wis., 
will preside over the following session: 

Left Hemicolectomy for Carcinoma of Left Transverse Colon (cine 

clinic), B. Marden Black, Rochester, Minn 
Diverticulitis of the Colon, John M. Waugh, Rochester, Minn 
Pitfalls in Surgery, Samuel P. Harbison, Pittsburgh 


Total Gastrectomy Using the Abdominothoracic Approach (cine chink 
Richard H. Sweet, Boston 


Symposium on Vitamin Metabolism.—The University of Texas, 
Austin, and the National Vitamin Foundation will present a 
Symposium on Vitamin Metabolism March 6 at the Biltmore, 
Madison Avenue at 43rd Street, New York, in conjunction with 
the 11th annual meeting of the foundation. Esmond E. Snell, 
Ph.D., professor of chemistry, University of Texas, will serve 
as chairman for the following program: 
Severo Ochoa, New York University-Bellevue Medical Center, New 
York, Metabolism of Vitamins. 
Irwin C, Gunsalus, Ph.D., University of Illinois, Urbana, Metabolism 
of Thiamin and Lipoic Acid. 
Gerhard W. E. Plaut, Ph.D., New York University-Bellevue Medical 
Center, New York, Metabolism of Riboflavin 
Lavell M. Henderson, Ph.D., University of Illinois, Urbana, Metabolism 
of Niacin. 
Jerard Hurwitz, Ph.D., National Institutes of Health, Bethesda, Md., 
Metabolism of Vitamin B: 
Gene M. Brown, Ph.D., Massachusetts Institute of Technology, Cam- 
bridge, Metabolism of Pantothenic Acid. 
Charles A. Nichol, Ph.D., Yale University, New Haven, Metabolism of 
Folic and Folinic Acids. 

John J. Burns, Ph.D., New York University, New York, and National 
Institutes of Health, Bethesda, Md., Metabolism of Ascorbic Acid 
Lemuel D. Wright, Ph.D., Sharp & Dohme, Division of Merck & Co., 

Inc., West Point, Pa., Metabolism of Biotin. 
Resident physicians, interns, and visiting physicians from foreign 
countries are invited. No registration fee will be charged. In- 
formation regarding the symposium may be obtained from the 
National Vitamin Foundation, 15 E. 58th St., New York 22 


LATIN AMERICA 


Professor Houssay Reinstated.—With the fall of the Peron 
regime, Prof. Bernardo A. Houssay was reinstated to his chair 
in the University of Buenos Aires. Under date of Nov. 3, 1955, 
he wrote, however, “The present condition of the Institute of 
Physiology of the Faculty of Medicine is so bad that we have 
decided to continue at least for a time our research work in this 
Institute of Biology and Experimental Medicine.” (The institute 
is a privately supported laboratory in which Professor Houssay 
has been obliged to work for some years.) 


FOREIGN 

Italian Society of Neurology.—The |2th national convention of 
the Italian Society of Neurology will be held in Padua April 4-7, 
The topics of discussion include “Modern Orientations in the 
Chapter of Encephalitis” and “Problems of Epilepsy (Patho- 
genesis of the Epileptic Attack; Epilepsy and Autonomic 
Nervous System; and Medical Treatment of Epilepsy).” 





Seminar Congresses in Neurology and Psychiatry.—In its semi- 
nar congresses in neurology and psychiatry, the American Medi- 
cal Society of Vienna, Austria, will present the following pro- 
gram by the medical faculty of the University of Vienna: 
May 10-12, Psychosomatic Medicine; Psychopathology; Psychodynamics, 
July 12-14, Neurology (neuropathology); Electroencephalography; Elec- 
tromyography. 
Sept. 13-15, Psychoanalysis; Psychotherapy; Psychiatry 
Oct. 11-13, Child Psychiatry; Marital Problems; Behavior and Brain 
Function. 
Details may be obtained from the American Medical Society of 
Vienna, Vienna I., Universitaetsstrasse 11, Cable: “AMMEDIC” 
Vienna. 
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CORRECTION 
Healing in Human Wounds.—In the review of the book “Mecha- 
nisms of Healing in Human Wounds,” in THE JouRNAL, Jan. 28, 


1956, page 338, the word “lemmocytes” in the 15th line from 
the bottom of the page should have been “lymphocytes.” 








MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 

1957 Annual Meeting, New York, June 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 


NATIONAL CONFERENCE ON RURAL HEALTH, Multnomah Hotel, Portland, 
Ore., Mar. 8-10. Mrs. Arline Hibbard, 535 N. Dearborn St., Chicago 10, 
Secretary. 





AERO Mepicat AssociaTION, Drake Hotel, Chicago, Apr. 16-18. Dr. 
Thomas H, Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 

ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Birmingham, Apr. 19- 
21. Dr. Douglas L. Cannon, 537 Dexter Ave., Montgomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRACTICE, Hotel Statler, Washington, 
D. C., Mar. 19-22. Mr. Mac F. Cahal, Broadway at 34th Street, Kansas 
City 11, Mo., Executive Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Rice Hotel and Sam Houston Coli- 
seum, Houston, Texas, Apr. 16-19. Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Illinois, Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Milwaukee, Apr. 4-6. Dr. Nor- 
mand L. Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION FOR HEALTH, PHysICAL EDUCATION, RECREATION, 
Conrad Hilton Hotel, Chicago, Mar. 24-30. Mr. Carl A. Troester Jr., 
1201 Sixteenth St., N.W., Washington 6, D. C., Executive Secretary. 

AMERICAN ASSOCIATION OF THE HISTORY OF MEDICINE, Washington Duke 
Hotel, Durham, N. C., Apr. 19-26. Dr. Ilza Veith, 950 East 59th St., 
Chicago 37, Executive Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chalfonte-Haddon Hall, At- 
lantic City, N. J., Apr. 16-20. Dr. F. S. Cheever, Univ. of Pittsburgh, 
School of Public Health, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF RaILWay SurGEONS, Drake Hotel, Chicago, 
Apr. 10-12. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Hotel New Yorker, New York, Apr. 
15-20. Dr. Fred W. Wittich, 401 Marquette Bank Bldg., Minneapolis 2, 
Secretary. 

AMERICAN COLLEGE OF PHYSICIANS, Los Angeles, Apr. 16-20. Mr. E. R. 
Loveland, 4200 Pine St., Philadelphia 4, Executive Secretary. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, Hotel Commodore, New York, 
Mar. 15-17. Dr. Marion F. Langer, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN PSYCHOSOMATIC SociETy, Sheraton Plaza, Boston, Mar. 24-25. 
Dr. Theodore Lidz, 333 Cedar St., New Haven 11, Conn., Secretary. 
AMERICAN RapiuM Society, Shamrock Hotel, Houston, Texas, Apr. 9-11. 
Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 

Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Atlantic City, N. J., 
Apr. 15-16. Dr. Peter F. Salisbury, Institute for Medical Research, 
4751 Fountain Ave., Los Angeles 29, Secretary. 

AMERICAN SOCIETY OF BIOLOGICAL CHEMISTS, Atlantic City, N. J., Apr. 
15. Dr. Philip Handler, Duke University, Durham, N. C., Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PaTHOLOGy, Atlantic City, N. J., 
Apr. 15-21. Dr. Cyrus C. Erickson, 874 Union Ave., Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Jung Hotel, New Orleans, 
Mar. 18-21. Dr. John A. Drummond, 1414 Drummond St., Montreal, 
Canada, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
Atlantic City, N. J., Apr. 15-20. Dr. Carl C. Pfeiffer, Emory University 
School of Medicine, Emory University, Ga., Secretary. 

AMERICAN SURGICAL ASSOCIATION, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 11-13. Dr, R. Kennedy Gilchrist, 59 East Madison St., 
Chicago 3, Secretary. 

ASSOCIATION OF AMERICAN PHYSICIANS AND SURGEONS, Columbus, Ohio, 
Apr. 5-7. Dr. William L. Baughn, 1635 West 25th St., Anderson, Ind., 
Secretary. 

CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE, Palmer House, 
Chicago, Feb. 28-March 2. Dr. Norris J. Heckel, 86 E. Randolph St., 
Chicago 1, Secretary. 

DALLAS SOUTHERN CLINICAL Society, Dallas, Tex., Mar. 12-14. Miss Helga 
Boyd, 433 Medical Arts Bldg., Dallas 1, Tex., Executive Secretary. 
EASTERN CONFERENCE OF RaDIOLOGIstTs, Lord Baltimore Hotel, Baltimore, 
Mar. 15-17. Dr. Richard B. Hanchett, 705 Medical Arts Bidg., Baltimore 

1, Secretary. 
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EASTERN SECTION, AMERICAN CONGRFSS OF PHYSICAL MEDICINE AND 
REHABILITATION, Hotel Adelphia, Philadelphia, April 7. Dr. Harold 
Lefkoe, 1006 Medical Tower, Philadelphia 3, Secretary. 

INTERNATIONAL ACADEMY OF ProcToOLOGy, Drake Hotel, Chicago, Apr. 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, N. Y., 
Secretary. 

JOHN A. ANDREW CLINICAL Society, Memorial Hospital, Tuskegee Insti- 
tute, Alabama, Apr. 8-13. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Ala., Secretary. 


MICHIGAN CLINICAL INSTITUTE, Sheraton-Cadillac Hotel, Detroit, Mar. 7-9. 
Dr. L. Fernald Foster, 606 Townsend St., Lansing 15, Secretary. 

MICROCIRCULATORY CONFERENCE, Hotel Schroeder, Milwaukee, Apr. 3. 
Dr. George P. Fulton, Boston University, College of Liberal Arts, 
725 Commonwealth Ave., Boston 15, Chairman. 

Missourt STATE MEDICAL ASSOCIATION, Hotel Jefferson, St. Louis, Apr. 
8-11. Dr. E. Royse Bohrer, 634 North Grand Blvd., St. Louis 3, 
Secretary. 

NATIONAL MULTIPLE SCLEROSIS SociETY, New York, March 13. Mr. Sidney 
L. Smith, Suite 7 G, 270 Park Ave., New York 17, Secretary. 

New ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, Feb. 27-March 1. Dr. Eugene H. Countiss, Room 103, 1430 
Tulane Ave., New Orleans 12, Director. 

Oun10 STATE MEDICAL ASSOCIATION, Cleveland, Apr. 10-13. Mr. Charles S. 
Nelson, 79 East State St., Columbus 15, Executive Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

LiINcOLN, Nes., Cornhusker Hotel, Mar. 3. Dr. Edmond M. Walsh, 
1412 Medical Arts Bldg., Omaha 2, Neb., Chairman. 

HONOLULU, Hawat, March 6. Dr. Nils P. Larsen, 1133 Punchbowl St., 
Honolulu 13, Hawaii, Governor. 

Kansas City, KAN., Mar. 9. Dr. William C. Menninger, 317 West 6th 
Ave., Topeka, Kan., Governor. 

SOUTHERN ILLINOIS, SPRINGFIELD, March 24. Dr. Charles H. Drenck- 
hahn, 602 West University Ave., Urbana, Illinois, Governor. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 


MILWAUKEE, Hotel Schroeder, Feb. 27-29. Dr. Forrester Raine, 425 E. 
Wisconsin Ave., Milwaukee 4, Chairman. 


COLORADO SPRINGS, COLO., The Broadmoor, Mar. 5-7. Dr. George W. 
Bancroft, 106 E. St. Vrain St., Colorado Springs, Colo., Chairman. 
LitTLe Rock, ArkK., Hotel Marion, Mar. 12-13. Dr. Joseph F. Shuffield, 

103 E. 7th St., Little Rock, Ark., Chairman, 


SOUTHEASTERN SECTION, AMERICAN UROLOGICAL ASSOCIATION, Hollywood, 
Fla., Mar. 25-29, Dr. Robert F. Sharp, 200 Carondelet St., New Orleans 
12, Secretary. . 


SOUTHEASTERN SURGICAL CONGRESS, John Marshall Hotel, Richmond, Va., 
Mar. 12-15. Dr. Benjamin T. Beasley, 701 Hurt Bldg., Atlanta 3, Ga., 
Secretary. 


SOUTHERN NEUROSURGICAL SociETy, George Washington Hotel, Jackson- 
ville, Fla., Mar, 23-24. Dr. William F. Meacham, Vanderbilt University 
Hospital, Nashville 5, Tenn., Secretary. 

SOUTHWESTERN SURGICAL CONGRESS, Pioneer Hotel, Tucson, Ariz., Apr. 
16-18. Dr. C. M. O'Leary, 207 Plaza Court Blidg., Oklahoma City, 
Secretary. 


SYMPOSIUM ON FUNDAMENTAL CANCER RESEARCH, Texas Medical Center, 
Houston, Texas, Mar. 29-31. Dr. Grant Taylor, University of Texas, 
Postgraduate School of Medicine, Houston, Texas, General Chairman. 


SYMPOSIUM ON PepiaTRics, Salt Lake City, Apr. 12-13. Dr. F. Willis 
Taylor, 1265 West 4th North, Salt Lake City 16, Chairman. 


TENNESSEE STATE MEDICAL ASSOCIATION, Peabody Hotel, Memphis, Apr. 
8-11. Dr. R. H. Kampmeier, 112 Louise Ave., Nashville 5, Secretary. 
TEXAS MEDICAL ASSOCIATION, Galveston, Apr. 21-25. Mr. C. Lincoln 

Williston, 1801 N. Lamar Blvd., Austin, Executive Secretary. 


THE CONSTANTINIAN SociETy, Del Monte Lodge, Pebble Beach, Calif., 
Apr. 11-14. Dr. C, F. Shook, P. O. Box 1035-36, Toledo 1, Ohio, 
Secretary. 


UNITED STATES-MEXxICO BORDER PuBLIC HEALTH ASSOCIATION, Mexicali, 
Baja Calif., and Calexico, Calif., Apr. 13-16. Dr. Sidney B. Clark, 204 
U. S. Court House, El Paso, Texas, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS, London School of Hygiene 
and Tropical Medicine, London W.C.1, England, Sept. 24-28, 1956. Dr. 
J. A. A. Mekelburg, Peek, Frean and Company, Ltd., Keetons Rd., 
Bermondsey, London, S.E.16, England, Honorable Secretary. 


BriTIsH MEDICAL ASSOCIATION, Brighton, England, July 9-13, 1956. Dr. 
Angus Macrae, B. M. A. House, Tavistock Square, London, W.C.1, 
England. 


CANADIAN MEDICAL ASSOCIATION, Quebec, P. Q., Canada, June 10-14, 1956. 
Dr. Arthur D. Kelly, 150 St. George St., Toronto 5, Ont., Canada, 
Secretary. 


CONFERENCE OF INTERNATIONAL UNION FOR HEALTH EDUCATION OF THE 
Pus.ic, Rome, Italy, April 27-May 5, 1956. Mr. Lucien Viborel, 92 
rue St. Denis, Paris 1°", France, Secretary-General. 


CONGRESS OF FRENCH SOCIETY OF OPHTHALMOLOGY, Paris, France, May 
6-10, 1956. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 
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CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Miami Beach, 
Fla., U.S.A., April 9-12, 1956. For information write: Dr. R. J. 
Whitacre, 13951 Terrace Road, Cleveland 12, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LIMNOLOGY, Helsinki, Fin- 
land, July 26-Aug. 7, 1956. For information address: Dr. H. Luther, 
Snelimansgatan 16 C 36, Helsinki, Finland. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF LOGOPEDICS AND PHONIATRICS, 
Barcelona, Spain, Sept. 3-7, 1956. Dr. J. Perello, Provenza 319, Bar- 
celona 9, Spain, Secretary-General. 

CONGRESS OF INTERNATIONAL SOCIETY OF HEMATOLOGY, Hotel Somerset, 
Boston, Mass., U.S.A., Aug. 27-Sept. 1, 1956. Dr. W. C. Moloney, 
39 Bay State Road, Boston, Mass., U.S.A., Secretary. 

CONGRESS OF INTERNATICNAL UNION AGAINST TUBERCULOSIS, New Delhi, 
India, Jan. 3-6, 1957. For information address: Secretariat, The Union, 
66 Boulevard Saint-Michel, Paris 6e, France. 


CONGRESS OF LATIN SOCIETY OF OPHTHALMOLOGY, Madrid, Spain, April 
24-28, 1956. For information address: Dr. Costi, Montalban 3, Madrid, 
Spain. 

EUROPEAN CONGRESS OF ALLERGOLOGY, Florence, Italy, Sept. 12-15, 1956. 
Prof. Umberto Serafini, Instituto de Patologia Medica, Viale Morgagni, 
Florence, Italy, Secretary-General. 

EUROPEAN CONGRESS OF CARDIOLOGY, Stockholm, Sweden, Sept. 10-14, 
1956. Dr. Karl Erik Grewin, Sodersjukhuset, Stockholm, Sweden, Gen- 
eral Secretary. 


EUROPEAN SYMPOSIUM ON VITAMIN Biz, Hamburg, Germany, May 22-26, 
1956. For information write: Doz. Dr. H. Bauer, Nervenklinik, 
Hamburg-Eppendorf, Germany. 

HEALTH CONGRESS, ROYAL SOCIETY FOR THE PROMOTION OF HEALTH, Black- 
pool, England, April 24-27, 1956. Mr. P. Arthur Wells, 90 Buckingham 
Palace Road, London S.W. 1, England, Secretary. 


INTER-AMERICAN CONGRESS OF CARDIOLOGY, Havana, Cuba, Nov. 4-10, 
1956. For information address: Dr. Ramon Aixala, Apartado 2108, 
Havana, Cuba. 

INTERNATIONAL ACADEMY OF PaTHOLOGy, Cincinnati, Ohio, U. S. A., 
April 24-25, 1956. Dr. F. K. Mostofi, Armed Forces Institute of 
Pathology, Washington 25, D. C., U. S. A., Secretary. 


INTERNATIONAL CONGRESS AGAINST ALCOHOLISM, Istanbul, Turkey, Sept. 
10-15, 1956. For information address: International contre l’Alcoolisme, 
Case Gare 49, Lausanne, Switzerland. 


INTERNATIONAL CONGRESS ON ANIMAL REPRODUCTION, Arts School, Univer- 
sity of Cambridge, Cambridge, England, June 25-30, 1956. Dr. Joseph 
Edwards, Production Division, Milk Marketing Board, Thames Ditton, 
Surrey, England, Hon. Secretary. 


INTERNATIONAL CONGRESS OF ANTHROPOLOGICAL AND ETHNOLOGICAL Sc1- 
ENCES, Philadelphia, Pa., U. S. A., Sept. 2-9, 1956. Dr. William N. 
Fenton, National Research Council, Division of Anthropology and 
Psychology, 2101 Constitution Avenue, Washington 25, D. C., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF DreTETICS, Congress Palace, Esposizione 
Universale Roma, Rome, Italy, Sept. 10-14, 1956. Prof. E. Serianni, 
Associazione Dietetica, Italiana, via dei Penitenzieri N. 13, Rome, Italy, 
Secretary General. 


INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Cologne, Germany, 
Aug. 19-23, 1956. Mr. Murray Kornfeld, 112 East Chestnut St., 
Chicago 11, Illinois, U. S. A., Executive Director. 

INTERNATIONAL CONGRESS OF ENTOMOLOGY, Montreal, Canada, Aug. 17-25, 
1956. Mr. J. A. Downes, Science Service Bidg., Carling Ave., Ottawa, 
Ont., Canada, Secretary. 


INTERNATIONAL CONGRESS OF GASTROENTEROLOGY, London, England, July 
18-21, 1956. Mr. Hermon Taylor, London Hospital, White Chapel, 
London E.1, England, Honorable Secretary. 

INTERNATIONAL CONGRESS OF HEALTH TECHNICIANS, Maison de la Mutualite, 
Paris, France, June 5-8, 1956. For information address: Mr. M. H. 
Thoillier, 37 Rue de Monthlon, Paris 9e, France. 

INTERNATIONAL CONGRESS FOR THE HIstTORY OF SCIENCE, Florence and 
Milan, Italy, Sept. 3-10, 1956. Dr. M. L. Bonelli, Instituto di Ottica, 
Arcetri, Florence, Italy, Secretary-General. 

INTERNATIONAL CONGRESS OF HUMAN GENETICS, Copenhagen, Denmark, 
Aug. 1-6, 1956. For information address: The University Institute for 
Human Genetics, Tagensvej 14, Copenhagen N, Denmark. 

INTERNATIONAL CONGRESS OF HypDatTip Disease, Athens, Greece, Sept. 
14-18, 1956. Prof. B. Kourias, Croix-Rouge Hellenique, 1 rue Mac- 
kenzie King, Athens, Greece, Secretary-General. 

INTERNATIONAL CONGRESS ON INFECTIOUS PATHOLOGY, Lyon, France, May 
24-26, 1956. General Secretariat: Institut Pasteur de Lyon, 77 rue 
Pasteur, Lyon, France. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Madrid, Spain, Sept. 
19-23, 1956. Dr. J. C. De Oya and Dr. J. Gimena, Hostaleza No. 90, 
Madrid, Spain, Secretaries. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Illinois, U. S. A., Sept. 9-13, 1956. Dr. Max Thorek, 
1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS ON MEDICAL RECORDS, Shoreham Hotel, Wash- 
ington, D. C., U. S. A., Oct. 1-5, 1956. For information address: Miss 
Doris Gleason, Executive Director, American Association of Medical 
Record Librarians, 510 North Dearborn St., Chicago 10, Illinois, U. S. A. 

INTERNATIONAL CONGRESS OF NeEO-HiPPOCRATIC MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Dr. Valente, 41 Avenue Verdi, Monte- 
catini Terme, Italy, Secretary-General. 
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INTERNATIONAL CONGRESS OF PaFDiaTRics, Copenhagen, Denmark, July 22- 

27, 1956. Professor P. Pium, Rigshospitalet, Copenhagen, Denmark 
President. 


INTERNATIONAL CONGRESS OF PHysicalL Mepicine, Copenhagen, Denmark 
August 20-24, 1956. Dr. B. Strandberg, Kobenhavns amis sygehus i 
Gentofte, Dept. of Rheumatology and Physical Medicine, Hellerup, 
Denmark, Honorable Secretary. 


INTERNATIONAL CONGRESS OF RADIOLOGY, Mexico, D. P., Mexico, July 22. 
28, 1956. Dr. Jose Noriega, Tepic 126 (2e piso), Mexico, D. FP. 7, 
Mexico, Secretary General. 


INTERNATIONAL CONGRESS OF WorID CONFEDIRATION FOR Prysiat 
THERAPY, Hotel Statler, New York, New York, U. S. A., June 17-23, 
1956. For information address: Miss Mildred Elson, American Physical 
Therapy Association, 1790 Broadway, New York 19, New York, U.S.A 


INTERNATIONAL GENETICS SYMPOSIUM, Tokyo and Kyoto, Japan, Sept. 6-12, 
1956. For information address: Secretary, International Genetics Sym 
posium, Science Council of Japan, Ueno Park, Tokyo, Japan. 


INTERNATIONAL PHYSIOLOGICAL CONGRESS, Brussels, Belgium, July 29. 
Aug. 5, 1956. For information address: Prof. J. Reuse, Faculte de 
Medicine et de Pharmacie, 115 Boulevard de Waterloo, Brusseis, 
Belgium. 

INTERNATIONAL PROFESSIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, 
Madrid, Spain, Sept. 28-29, 1956. Dr. Jacques Courtois, 1 rue Racine, 
St-Germain-en-Laye (S and O), France, Permanent International 
Secretary-General. 


INTERNATIONAL SYMPOSIUM ON VENERFAL DISEASES AND THE TREPONEMA«- 
TOSES, Hotel Statler, Washington, D. C., U. S. A., May 28-June 1, 1956, 
For information address: Dr. Charles A. Smith, Chief, Venereal Disease 
Program, Division of Special Health Services, Public Health Service, 
Dept. of Health, Education and Welfare, Washington 25, D. C., U.S. A, 

MEDICAL WOMEN'S INTERNATIONAL ASSOCIATION, EXTRAORDINARY GENPRAL 
ASSEMBLY, Burgenstock, Nidwalden, Switzerland, Sept. 21-24, 1956 
Dr. Janet Aitken, 30a Acacia Road, London N.W. 1, England, Secretary 


Mipp_e East MEpDicat AsseMaty, Campus, American University of Beirut, 
Beirut, Lebanon, April 7-9, 1956. Dr. Virgil C. Scott, American Uni 
versity of Beirut, Beirut, Lebanon, Chairman. 


NATIONAL CONGRESS OF PepiaTrics, Cuidad Universitaria, Mexico D.P 
Mexico, May 1-5, 1956. Dr. Ignacio Avila Cisneros, Calzada de 
Madereros No. 240, Mexico 18, D.F., Mexico, Coordinator. 

NorTtTH QUEENSLAND MepDIcAL CONFERENCE, Cairns, North Queensland 
Australia, June 25-30, 1956. Dr. W. R. Horsfall, P.O Box 672, 
Cairns, N.Q., Australia, Secretary. 


PAKISTAN MEDICAL CONFERENCE, University of Peshawar, Peshawar, 
Pakistan, Apr. 2-4, 1956. Dr. M. W. Alivi, 9, Braganza House, Napier 
St., Saddar, Karachi, Pakistan, Secretary General. 

PAN AMERICAN CONGRESS ON CANCER CYTOLOGY, Miami, Fla., U. S. A., 
Jan. 8-12, 1957. Dr. J. Ermest Ayre, 1155 N.W. 14th St., Miami, Fia., 
U. S. A., General Chairman. 


Pan AMERICAN CONGRESS OF GERONTOLOGY, Mexico, D. F., Mexico, 
Sept. 5-15, 1956. Dr. Manuel Payno, Avenue Cuahtemoc No. 10-3, 
Mexico 7, D. F., Mexico, Presidente. 


PaN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA 
GOLOGY, San Juan, Puerto Rico, April 8-12, 1956. Dr. C. BE. Munoz 
MacCormick, Apartado 9111, Santurce 29, Puerto Rico, Secretary 
General. 


Pan AMERICAN MEDICAL WOMEN’S ALLIANCE, Santiago and Vina de! Mar, 
Chile, March 6-14, 1956. For information address: Dr. Eva Cutright, 
458 Beall Ave., Wooster, Ohio, U. S. A. 


PAN AMERICAN TUBERCULOSIS CONGRESS, Medellin and Bogota, Columbia, 
South America, Aug. 1-15, 1956. General Secretary, 26 de Marzo 1065, 
Montevideo, Uruguay. 


Wor._p CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-24, 
1956. Dr. Maxwell Roland, 114-20 Queens Boulevard, Forest Hills 75, 
New York, N. Y., U. S. A., Chairman, Liaison Committee. 


Wor_p FEDERATION FOR MENTAL HEALTH, Munich, Germany, Aug. 12-18, 
1956. Secretariat, 19 Manchester Street, London W.1, England. 


Wor_p MEDiIcaL AssociaTion, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 345 East 46th St., New York 17, New York, U. S. A., 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BoarD OF MEDICAL EXAMINERS: Various Centers. April 24-25 
(Part II); June 19-20 (Parts I and II); September 4-5 (Part 1). Candi- 
dates may file applications at any time but they must be received at 
least six weeks before the date of the examination for which application 
is made. New candidates should apply by formal registration; registered 
candidates may notify the board, indicating desired location, date and 
candidate number, Ex. Sec., Dr. John P. Hubbard, 133 South 36th Si., 
Philadelphia 4. 
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BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination Montgomery, June 19-21. Sec., Dr. D G. Gill, 
State Office Bidg., Montgomery. 

ARKANSAS:* Examination. Little Rock, June 14-15. Sec., Dr. Joe Verser, 
Harrisburg. 

CALiFoRNIA: Examination. Los Angeles, Feb. 27-Mar. 1. Sec., Dr. Louis 
E. Jones, 1020 N St., Room 436, Sacramento. 

CONNECTICUT:* Examination. New Haven, March 12-14. Sec., Dr. Creigh- 
ton Barker, 160 St. Ronan St., New Haven. 

District of CoLtumsBia:* Examination. Washington, May 14-15. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington. 

Fioripa:* Examination. Miami Beach, June 24-26. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami 36. 

GeorGcia: Examination and Reciprocity. Atlanta, June. Sec., Mr. Cecil 
L. Clifton, 111 State Capitol, Atlanta 3. 

littnois: Examination and Reciprocity. Chicago, April 3-5, June 19-21 
and Oct. 9-11. Supt. of Regis., Mr. Frederic B. Selcke, Capitol Building, 
Springfield. 

INDIANA: Examination. Indianapolis, June. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Bldg., Indianapolis. 

Maine: Examination. Portland, Mar. 13-14. Sec., Dr. Adam P. Leighton, 
192 State St., Portland. 

MicHIGAN:* Examination. Ann Arbor and Detroit, June 13-15. Sec., Dr. 
E. C. Swanson, 118 Stevens T. Mason Bldg., Lansing. 

MonTANA: Examination and Reciprocity. Helena, April 3. Sec., Dr. S. A. 
Cooney, 7 West 6th Ave., Helena. 


NeBRASKA:* Examination. Omaha, June 18-20. Director, Bureau of Exam- 
ining Boards, Mr. Husted K. Watson, 1009 State Capito! Bidg., Lincoln. 


New Hampsuire: Examination and Endorsement. Concord, March 14-16. 
Sec., Dr. John S. Wheeler, 107 State House, Concord. 


New Jersty: Examination. Trenton, June 19-22. Sec., Dr. Patrick H. 
Corrigan, 28 W. State St., Trenton. 

New Mexico:* Examination and Endorsement. Santa Fe, May 21-22. 
Sec., Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

Ou1o: Examination. Columbus, June 14-16. Endorsement. Columbus, 
April 3. Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus. 


OKLAHOMA:* Examination. Oklahoma City, June 5-6. Sec., Dr. E. F. 
Lester, 813 Braniff Bldg., Oklahoma City. 


OreGON:* Reciprocity. Portland, Apr. 19-21. Examination. Portland, July. 
Ex. Sec., Mr. Howard I. Bobbitt, 609 Failing Bldg., Portland. 

lexas:* Examination and Reciprocity. Fort Worth, June 18-20. Sec., 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth 2. 


Uran: Examination. Salt Lake City, July 11-13. Director, Mr. Frank E. 
Lees, 324 State Capitol Bldg., Salt Lake City 1. 


Wesr VirGInia: Examination, Charleston, July. Reciprocity. Charleston, 
April 23. Sec., Dr. N. H. Dyer, State Office Bldg. No. 3, Charleston. 


WisconsIN:* Reciprocity, Madison, Spring; Reciprocity and Examination. 
Milwaukee, July 10-12. Sec., Dr. Thomas W. Tormey, Jr., 1140 State 
Office Bldg., Madison. 

Ataska:* On application in Anchorage, Fairbanks, Juneau and other 
towns. Sec., Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 


Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials, Sec., Dr. John E. Kennedy, Agana. 


Puerto Rico: Examination. San Juan, Mar. 6-10. Sec., Dr. Joaquin 
Mercado Cruz, Box 3271, San Juan. 


VirGIN ISLANDS: Examination and Endorsement. Charlotte Amalie. June 
13-14. Sec., Dr. Earle M. Rice, St. Thomas. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


ARKANSAS: Examination, Little Rock, May 4-5. Sec., Mr. S. C. Dellinger, 
Zoology Department, University of Arkansas, Fayetteville. 


District OF COLUMBIA: Examination. Washington, April 23-24. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave. N.W., Wash- 
ington 6. 


Fioripa: Examination, Miami, June 9. Sec., Mr. M. W. Emmel, Box 340, 
Gainesville. 

OKLAHOMA: Examination and Reciprocity. Oklahoma City, Mar. 30-31. 
Sec., Dr. E. F. Lester, 813 Braniff Bldg., Oklahoma City. 


OrEGON: Examination. Portland, March 3; June 2, Sept. 8 and Dec. 1. 
Dr. Earl M. Pallett, Sec., State Board of Higher Education, Eugene. 


TENNESSEE: Examination. Memphis, Mar. 21-22. Sec., Mr. O. W. Hyman, 
62 S. Dunlap St., Memphis 3. 


Texas: Examination, Galveston, Dallas, and such other locations as are 
warranted, April. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 


WISCONSIN: Examination. Madison, April 7 and Milwaukee, June 2. Final 
date for filing application is Mar. 30. Sec., Dr. W. H. Barber, 621 
Ransom St., Ripon. 


ALASKA: Examination and Reciprocity. Anchorage and Juneau, first week 
of February, April, June, August and November. Sec., Dr. C. Earl 
Albrecht, Box 1931, Juneau. 





*Basic Science Certificate required. 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published. each week only for the informa- 
tion of readers of THE JoURNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Monday, March 5 


NBC-TV, 11 a. m.-noon, EST. “Medical and Health News 
with Howard Whitman,” a segment of the “Home” show, com- 
pletes its special series on the heart with a report from the 
Peter Bent Brigham Hospital, Boston, on diseases of veins 
and arteries in the heart. 


ABC-TV, 9:30 p. m. EST. “Medical Horizons” goes to 
Wright-Patterson Air Force Base, Ohio, for a direct report 
on how military research in aviation medicine aids civilian 
passengers and plane crews. This is the final program in the 
current “Medical Horizons” series, produced in cooperation 
with the American Medical Association. 

Tuesday, March 6 


NBC-TV, 9:30 p. m. EST. “Armstrong Circle Theater” pre- 
sents an hour-long documentary on the tragedy and challenge 
of mental illness. 
MAGAZINES 
Family Circle, March, 1956 
“Faith of a Doctor,” by Elmer Hess, M.D., as told to Henry 
Lee 
The President of the American Medical Association tells 
the part God plays in the profession of medicine. 
“Pregnancy Without Fear,” by Ruth and Edward Brecher 
The authors tell “basic facts about a woman’s body while 
she is carrying a baby,” 
Parents, March, 1956 


“New Germ Killers Are Conquering Scarlet Fever,” by John 
E. Eichenlaub, M.D. 
Doctors, if called in time, can now conquer scarlet fever 
through the use of penicillin, sulfonamides, or “five or six 
other drugs that are all effective.” 


Coronet, March, 1956 


“Golden Harvest of Citrus,” by Louis Sarbach 
In an article on by-products from citrus crops, the author 
reports on the use of hesperidin plus vitamin C to counter- 
act radiation, on “vitamin P” for scorbutic bleeding, and on 
phosphorylated hesperidin to prevent fertility in women. 


“When Don’t You Need a Psychiatrist?” by John Kord 
Lagemann 
A check list of eight common behavior patterns. Accord- 
ing to the article, when these patterns are carried to an 
extreme they become “classic symptoms of mental illness.” 
“Our Two Test Tube Babies” 
The “emotional side” of artificial insemination. A woman 
tells why she and her husband decided to allow insemina- 
tion by a donor in order to have a family. 


Better Homes and Gardens, March, 1956 

“Escape from Blindness,” by Martin Abramson 
Dr. William Feinbloom, a New York optometrist, has de- 
signed a new eyeglass lens that utilizes the principles of the 
Hale telescope at Palomar, Calif. 

“New Protection for Your Children in the Battle Against 

Rheumatic Fever,” by David M. Cleary 
Benzathine penicillin and modern heart surgery have pro- 
vided doctors with new weapons in the fight against rheu- 
matic fever. 

“A New Assault on Arthritis and Rheumatism,” by Lawrence 

Galton 
The author briefly explains the various new treatments being 
tried experimentally for rheumatoid arthritis and osteo- 
arthritis. 
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GOVERNMENT SERVICES 








AIR FORCE 


Foreign Students at Aviation School.—Fifteen foreign surgeons 
recently enrolled as students at the Air Force School of Avi- 
ation Medicine in Texas. There are four Japanese officers, two 
Yugoslavs, two Greeks, two Thailanders, two Colombians, a 
Pakistani, a Nicaraguan, and an Ecuadorean. 


ARMY 


All First Lieutenant Physicians and Dentists to Be Promoted to 
Captain.—All Army physicians and dentists in the grade of first 
lieutenant who have at least one year of professional experience 
will be advanced to the temporary grade of captain within the 
next two months, the Army surgeon general announced Feb. 7. 
The advancements, which will affect an estimated 1,100 medical 
and 500 dental first lieutenants, are the result of a revised person- 
nel policy that makes doctors and dentists eligible for the grade 
of captain after one year or more of professional experience. 
The new policy will not impede the promotion of nonmedical 
officers. 

Starting in April, young doctors and dentists entering the 
Army will receive initial grades of captain if they have a year 
or more of professional experience. Thus, with the exception of 
military interns—who serve as first lieutenants—the lowest grade 
in the Army Medical Corps will be that of captain. The new 
policy recognizes that doctors must have at least nine years of 
training beyond the high school level in contrast to the four years 
of formal education beyond high school required of most other 
officers at the time they are initially commissioned. 


Derrick Vail on Tour of European Hospitals—At the request 
of the surgeon general, Dr. Derrick Vail, chairman, department 
of ophthalmology, Northwestern University Medical School, 
Chicago, left Feb. 6 for a 30-day tour of U. S. Army hospitals 
in the European Command. He will visit 15 army hospitals in 
Berlin, Heidelberg, Munich, Frankfort, Paris, and other Euro- 
pean cities. The tour is part of the overseas consultant program. 
Dr. Vail will lecture to medical officers and participate in con- 
ferences, ward rounds, and examination of patients. He will be 
a guest lecturer at the annual medical-surgical conference of all 
medical officers in the European Command in Frankfort, Ger- 
many, Feb. 17 and 18. Dr. Vail is an honorary fellow of the 
Royal College of Surgeons of England and an honorary member 
of the Ophthalmology Society of the United Kingdom. He for- 
merly was president of the American Academy of Ophthalmol- 
ogy and Otolaryngology and of the Chicago Ophthalmology 
Society. For his military service, he was awarded the Legion 
of Merit, Bronze Star, French Medal of Gratitude, and Order 
of the Crown of Belgium. 


Personal.—Col. Thomas E. Patton Jr., for three years com- 
manding officer of the U. S. Army Hospital in Munich, Ger- 
many, has returned to the office of the surgeon general as chief 
of the medical information and intelligence division. 


NAVY 


Military Medical Dental Symposium.—A three-day medical and 
dental symposium for the armed services has been scheduled 
for March 21-23. The theme is “Developments in Military 
Medicine and Dentistry with Special Emphasis on Atomic War- 
fare, Special Weapons, and Isotopes.” 

The first-day meeting will be at the U. S. Naval Hospital, 
Chelsea, Mass. On the mornings of the second and third days, 
Clinics will be scheduled at hospitals in Boston on the “Treat- 
ment of Diseases with Radio-Active Isotopes.” Afternoon iec- 
tures will be given at the Jimmy Fund Foundation Building and 
in the auditorium at the New England Deaconess Hospital, 
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Boston. The speakers will include both civilian and military 
authorities. Information may be obtained from the District 
Medical Office, First Naval District, 495 Summer St.. Boston 
10. This symposium has been approved for retirement point 
credit for those in attendance who are on the active status list 
in the armed services reserve program 


Personal.—Capt. Otto E. Van Der Aue has assumed command 
of the Naval Medical Research Institute at the National Naval 
Medical Center, relieving Capt. Wilbur E. Kellum, who has 
been ordered to duty as assistant district medical officer, | 2th 
naval district. Captain Van Der Aue, an authority on sub 
marine and diving practice, entered naval service in 1931. A 
native of Chicago, he received his B.S. at the University of 
Chicago and M.D. at the University of Illinois 





VETERANS ADMINISTRATION 


Planning for Patient Discharge.—Many communities are help 
ing seriously disabled veteran patients before and after discharge 
from Veterans Administration hospitals, so they may remain 
well and even become self-supporting again. A new program, 
known as “Planning for Patient Discharge,” is designed to make 
full use of community volunteer, social, and health groups under 
a definite plan of assistance for each discharged patient who 
needs it to readjust to home and community life. VA said the 
program has proved so successful that it may be adopted even 
tually by all 173 hospitals in the VA system. 

The key to the program is the vast army of VA voluntary 
service workers who annually donate more than § million hours 
to veterans in VA hospitals. Under the new program, the volun 
teers are extending their help to discharged patients in their 
home communities as a continuation of their services while the 
patients were in the hospitals. Once a plan of community assist 
ance is drafted by the hospital staff's functional committee for 
a seriously disabled veteran about to be discharged, the volun 
tary service workers, through the hospital's steering committee, 
help to put it into effect. This assistance may take the form of 
home nursing service, transportation to a community clinic, free 
medicines, materials for hobbies, friendly visits, a job the veteran 
can perform—in fact, anything he may need to live at home 
without losing the benefits of the care he has received at the 
hospital. 


PUBLIC HEALTH SERVICE 


Appoint Director of Division of Biologics Standards.—1he 
director of the National Institutes of Health has announced the 
appointment of Dr. Roderick Murray as director of the division 
of biologics standards. Dr. Murray, who has been deputy di- 
rector of the division, is a graduate of the University of the 
Witwatersrand, Johannesburg, South Africa, and received his 
medical degree from Harvard Medical School, Boston, in 1941 
His service in the U. S. Army included two years in the South 
Pacific, where much of his time was devoted to the study of 
blood and parasitic infections. Dr. Carl L. Larson, who has 
been acting director since the division was established in June, 
1955, will return to his former duties as director of the Public 
Health Service’s Rocky Mountain Laboratory, Hamilton, Mont 


New Members of Board of WHO.—President Eisenhower 
has appointed Dr. Frederick J. Brady, assistant chief, Division 
of International Health, Public Health Service, as United States 
member and Dr. Charles W. Mayo, Rochester, Minn., as 
alternate member of the executive board of the World Health 
Organization. Dr. Brady succeeds Dr. Henry van Zile Hyde, 
Chief of the Division of International Health, PHS, who has 
served as United States member on the WHO executive board 
since the founding of WHO in 1948. Dr. Mayo was alternate 
representative on the U. S. delegation to the regular session of 
the United Nations General Assembly in 1953 and served as 
chairman of the U. S. delegation to the Worid Health Assembly 
in Mexico City in May, 1955. 
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DEATHS 


Goyanes, Everardo ® Brooklyn, N. Y.; born in Cuba May 9, 
1913; Hahnemann Medical College and Hospital of Philadelphia, 
1940; interned at the Hahnemann Hospital in Scranton, Pa.; 
served a residency in obstetrics and gynecology at the Methodist 
Hospital, where in 1947 he was appointed to the attending staff; 
during World War II was a captain in the U. S. Army, serving 
as a general surgeon in the 112th Evacuation Hospital overseas 
and as battalion and regimental surgeon in the 39th Infantry; 
specialist certified by the American Board of Obsteirics and 
Gynecology; founder member of the American Academy of 
Obstetrics and Gynecology; member of the Brooklyn Gyneco- 
logical Society and the Pan American Medical Association; 
clinical instructor in obstetrics and gynecology at the State 
University of New York College of Medicine; formerly on the 
staff of the Cumberland Hospital; died Dec. 27, aged 42, of a 
heart attack. 


Hayes, Robert Hunter ® Chicago; born in Lewiston, Maine, 
June 6, 1880; University of Pennsylvania Department of 
Medicine, Philadelphia, 1906; specialist certified by the Ameri- 
can Board of Internal Medicine; member of the American 
Trudeau Society; past-president of the Chicago Medical Society 
and the Chicago Tuberculosis Society; member of the House of 
Delegates of the American Medical Association from 1941 to 
1951; first vice-president of the Tuberculosis Institute of Chicago; 
served as clinician for the Illinois State Tuberculosis and Public 
Health Association; consulting surgeon for the U. S. Public 
Health Service from 1918 to 1923; member of draft board 
number 56 and chief medical examiner, 1917-1918; for many 
years member of the board of trustees of the Illinois Masonic 
Hospital, where he died Dec. 10, aged 75, of chronic nephritis 
and arteriosclerotic heart disease. 


Schumm, Herman Charles ® Milwaukee; born Nov. 23, 1889; 
University of Pennsylvania School of Medicine, Philadelphia, 
1914; formerly associate professor of orthopedic surgery at the 
University of Wisconsin Medical School, Madison, and clinical 
professor of orthopedic surgery at the Marquette University 
School of Medicine; specialist certified by the American Board 
of Orthopaedic Surgery; member of the American Orthopaedic 
Association, Clinical Orthopaedic Society, of which he was 
formerly vice-president, and the American Academy of Ortho- 
paedic Surgeons, of which he was at one time vice-president; 
fellow of the American College of Surgeons; served during 
World War I; on the staffs of the Columbia and Milwaukee 
Children’s hospitals; died in the Memorial Hospital, Ocono- 
mowoc, Dec. 21, aged 66, of arteriosclerosis. 


Fay, Timothy Joseph, Utica, N. Y.; born in Westmoreland 
July 10, 1885; Syracuse University College of Medicine, 1912; 
member of the Medical Society of the State of New York and 
the Utica Academy of Medicine; in 1918 appointed a school 
physician and served the department of schools until his retire- 
ment in 1952; during World War I examining physician for one 
of the local draft boards; for a long period was associated with 
the Utica Free Dispensary and the Utica Visiting Nurse and 
Child Health Association as consulting physician; for many years 
was affiliated with the medical staff of Utica General Hospital 
and served on the staff of St. Elizabeth Hospital, where he died 
Dec. 3, aged 70. 


Morton, Arthur Price ® Captain, U. S. Navy, retired, Arlington, 
Va.; University of Pennsylvania School of Medicine, Philadel- 
phia, 1924; served at Navy medical facilities throughout the 
United States and in the Panama Canal Zone; for 29 years a 
naval medical officer, including service in World Wars I and II: 
during World War II served in the carrier, U. S. S. Ranger, in 
the Mediterranean; before his retirement, in June, 1953, was a 
senior medical officer at the Naval Shipyard, Portsmouth, N. H.: 
died in the U. S. Naval Hospital, Bethesda, Md., Dec. 11, aged 
62, of arteriosclerotic heart disease. 





@ Indicates Member of the American Medical Association. 


PBrannin, Edward Bacon ® Dallas, Texas; Medical Department 
of Tulane University of Louisiana, New Orleans, 1909; died 
Sept. 13, aged 68. 


Brooks, Vernon Asbury, Portsmouth, Va.; University College 
of Medicine, Richmond, 1904; served as city health officer, 


’ mayor, and member of the city council; member of the Eliz- 


abeth River Tunnel Commission; for 38 years local surgeon for 
the Seaboard Air Line Railroad Company; past-president of 
the Association of Seaboard Air Line Railroad Surgeons; 
member and past-president of the medical staff of the King’s 
Daughters Hospital, where he died Oct. 18, aged 73, of chronic 
myocarditis. 


Bryant, John Edmond ® Evanston, Ill.; Howard University 
College of Medicine, Washington, D. C., 1937; member of the 
American College of Chest Physicians and the American 
Trudeau Society; at one time on the faculty of his alma mater 
and the University of Chicago; served on the staff of the Provi- 
dent Hospital in Chicago; died Dec. 18, aged 54, of encephalo- 
malacia and cerebral thrombosis. 


Campbell, William Edgar, Austin, Texas (registered in Texas 
under the Act of 1907); died in the Veterans Administration 
Hospital in Waco Nov. 2, aged 76. 


Christian, David A. Jr., Appomattox, Va.; Medical College of 
Virginia, Richmond, 1908; died Nov. 18, aged 75. 


Cooke, Charles Christopher ® Cleburne, Texas; University of 
Texas School of Medicine, Galveston, 1907; died in Dallas 
Oct. 16, aged 74, of hepatitis. 


Cooper, Harry Oliver, Lockland, Ohio; Medical College of Ohio, 
Cincinnati, 1894; died in the Deaconess Hospital, Cincinnati, 
Dec. 26, aged 83, of fracture of the hip. 


Cooper, William Hal, McCamey, Texas; Baylor University 
College of Medicine, Houston, 1943; interned at the Rochester 
(N. Y.) General Hospital; served during World War II; died 
Nov. 28, aged 41, of coronary thrombosis. 


Crosley, George E. ® Milton, Wis.; Chicago Homeopathic 
Medical College, 1897; member of the American Academy of 
General Practice; died in the Methodist Hospital, Madison, 
Nov. 2, aged 80, of acute myelogenous leukemia. 


Currence, Louise Jarvis, Clarksburg, W. Va.; Laura Memorial 
Woman’s Medical College, Cincinnati, 1897; died Nov. 28, aged 
85, of cerebral vascular accident. 


Denman, Austin Van Beuschoten, Napa, Calif.; University of 
Louisville (Ky.) Medical Department, 1909; member of the 
American Academy of General Practice; served during World 
War I; died Dec. 5, aged 74. 


Des Bois, Philip, Fond du Lac, Wis.; School of Medicine and 
Surgery of Montreal, Canada, 1904; died in St. Agnes Hospital 
Nov. 19, aged 75, of cerebral hemorrhage. 


Froelich, John Alfred ® Milwaukee; Wisconsin College of Physi- 
cians and Surgeons, Milwaukee, 1908; on the staff of St. Joseph’s 
Hospital, where he died Nov. 25, aged 74, of uremia due to 
nephrosclerosis and general arteriosclerosis. 


Gagne, Joseph A. © Chicopee Falls, Mass.; School of Medicine 
and Surgery of Montreal, Faculty of Medicine of the University 
of Laval at Montreal, Canada, 1911; for many years school 
physician and city physician; served as trustee of the Chicopee 
Falls Savings Bank; died in the Mercy Hospital, Springfield, 
Nov. 29, aged 72, of bronchiogenic carcinoma and arterio- 
sclerotic cardiovascular disease. 


Garnett, Algernon Sydney, Potomac Beach, Va.; George Wash- 
ington University School of Medicine, Washington, D. C., 1908; 
an associate member of the American Medical Association; 
member of the California Medical Association; died Oct. 30, 
aged 70, of coronary thrombosis. 
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Gignoux, John Emest, New York City; Friedrich-Wilhelms- 
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Universitat Medizinische Fakultaét, Berlin, Prussia, Germany, 
1903; member of the Medical Society of the State of New York; 
died Sept. 14, aged 81. 


Graber, Benjamin Peter ® Barrington, Ill.; Rush Medical 
College, Chicago, 1922; interned at the King’s County Hospital 
in Brooklyn, N. Y.; member of the American Academy of 
General Practice; health officer of Barrington for many years 
and remained a member of the board of health after it was 
established; on the staffs of St. Joseph Hospital and the Sherman 
Hospital in Elgin, where he was past-president and vice-president 
of the staff and where he died Nov. 30, aged 60, of myocardial 
infarction. 


Grothaus, Dell Lou @ Delta, Iowa; State University of Iowa 
College of Medicine, Iowa City, 1916; member of the county 
board of education; died Nov. 27, aged 67, of dissecting 
aneurysm of the aorta. 


Harris, Eddie Wyatt Jr., Petersburg, Va.; Howard University 
College of Medicine, Washington, D. C., 1944; served as a 
captain in the Medical Corps of the U. S. Army Reserve; interned 
at the Harlem Hospital in New York City; formerly a resident 
at the New York City Cancer Institute Hospital; died in the 
Petersburg General Hospital Nov. 21, aged 35. 


Heaphy, Lawrence Francis, Brattleboro, Vt.; University of the 
City of New York Medical Department, New York City, 1893; 
died Nov. 13, aged 87, of nephrosclerosis and arteriosclerosis. 


Hudgkins, Benjamin Ellis @ Dallas, Texas; Memphis (Tenn.) 
Hospital Medical College, 1899; for many years medical director 
of the City-County Convalescent Hospital in Hutchins; died 
Nov. 30, aged 82. 


Hutchison, Jay Leonard ® Huntington, W. Va.; Duke University 
School of Medicine, Durham, 1933; specialist certified by the 
American Board of Orthopaedic Surgery; formerly secretary of 
the Cabell County Medical Society; certified by the National 
Board of Medical Examiners; member of the American Acad- 
emy of Orthopaedic Surgeons; on the staff of St. Mary’s Hospital, 
where he died Jan. 1, aged 47, of subdural hematoma. 


Jones, Joseph Edward, Waxahachie, Texas; Southern Methodist 
University Medical Department, Dallas, 1914; member of the 
State Medical Association of Texas; served during World War |; 
formerly member of the city council; died Sept. 1, aged 67, of 
cerebral hemorrhage. 


Ketchian, Aram G., Grandview, Wash.; American University of 
Beirut School of Medicine, Lebanon, 1937; died Nov. 20, 
aged 43. 


Kirkpatrick, Joe Stewart ® Fort Worth, Texas; Ohio State 
University College of Medicine, Columbus, 1949; interned at 
the Harris Hospital, where he served a residency; died Sept. 6, 
aged 40. 


Kissling, Arthur Charles, Milwaukee; Johns Hopkins University 
School of Medicine, Baltimore, 1911; died in the Columbia 
Hospital Nov. 6, aged 72, of cerebral thrombosis. 


Kloeppel, Chester Samuel © Los Angeles; Detroit College of 
Medicine and Surgery, 1917; fellow of the International College 
of Surgeons; served during World War I; on the staff of St. 
Joseph Hospital in Burbank, where he died Nov. 25, aged 61, 
of acute myocardial infarction. 


Lee, Edwin George @ Seattle; College of Medical Evangelists, 
Loma Linda and Los Angeles, 1938; certified by the National 
Board of Medical Examiners; died Nov. 30, aged 43. 


Logan, William H., Lubbock, Texas; Baylor University College 
of Medicine, Waco, 1902; died Nov. 18, aged 89. 


MacMillan, Hugh Allan ® Long Beach, Calif.; College of 
Physicians and Surgeons, Baltimore, 1910; served during World 
War I; on the staffs of St. Mary’s Long Beach, Seaside Memorial, 
and Long Beach Community hospitals; died Dec. 10, aged 73, 
of heart block. 


Moul, Charles Thomas @ Berkeley, Calif.; Stanford University 
School of Medicine, San Francisco, 1916; on the staffs of the 
French and Doctors hospitals in San Francisco, Kaiser Founda- 
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tion Hospital in Oakland, and Herrick Memorial Hospital; died 
in the Stanford University Hospital, San Francisco, Dec. 19, 
aged 66, of congestive heart disease. 


Mullen, Vincent Victor ® Havana, Il!.; Chicago Medical School, 
1934; on the staffs of the Memorial and St. John’s hospitals in 
Springfield and the Graham Hospital in Canton; died Dec. 14, 
aged 54, of coronary occlusion. 


Nesse, Gerhard Martin # Ephrata, Wash.; University of Minne 
sota Medical School, Minneapolis, 1942; interned at the Ancker 
Hospital in St. Paul; formerly a resident at Minneapolis General 
Hospital in Minneapolis; for many years county health officer; 
served during World War II; died in the Virginia Mason 
Hospital, Seattle, Dec. 4, aged 41, of portal hypertension and 
bleeding esophageal varices. 

Partridge, Carroll Dunham *® Cudahy, Wis.: Johns Hopkins 
University School of Medicine, Baltimore, 1908; served as school 
physician and health officer; died Dec. 12, aged 79, of arterio- 
sclerosis. 

Rains, George Perry ® Marshall, Texas; University of Texas 
School of Medicine, Galveston, 1896; University of Pennsy! 
vania Department of Medicine, Philadelphia, 1897; served 
during World War I; past-president of the Harrison County 
Medical Society; on the staff of the Kahn Memorial Hospital; 
member of the board of directors of the Marshall National Bank; 
died Sept. 19, aged 83, of coronary thrombosis. 


Rudomin, Joseph, Woodmere, L. I., N. Y.; Long Island College 
Hospital, Brooklyn, 1910; formerly practiced in New York City, 
where he was on the staff of the Sydenham and Mount Sinai 
hospitals; died Jan. 7, aged 79. 


Schein, John E. ® Oshkosh, Wis.; Milwaukee Medical College, 
1904; served as city school physician, city physician, and health 
commissioner; formerly county health officer; for many years 
chief medical examiner for Metropolitan Life Insurance Com- 
pany; on the staff of the Mercy Hospital; died Nov. 27, aged 84, 
of arterioscleroiss and cerebral vascular accident. 


Seeley, Ralph Hunt @ Rutland, Vt.; University of Vermont 
College of Medicine, Burlington, 1908; fellow of the American 
College of Surgeons; past-president of the Rutland County 
Medical Society; on the staffs of the Rutland Hospital, where 
he was president of the staff, and Proctor Hospital; died Dec. 1, 
aged 71, of carcinoma of the lung with metastasis to spine 
and hip. 

Smith, Henry Louis, Waco, Texas; Meharry Medical College, 
Nashville, 1889; died Nov. 5, aged 93. 


Smith, Phillip Dudley, Sevierville, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1933; served during World 
War II; recalled to active duty and was serving as a lieutenant 
colonel in the U. S. Army at the U. S. Army Hospital, Fort 
Benning, Ga., where he began his assignment, and where he died 
Dec. 14, aged 46, of a heart attack. 


Standifer, Lilburn Echols, Lamesa, Texas; Tulane University of 
Louisiana School of Medicine, New Orleans, 1925; past-president 
of the Dawson-Lynn-Terry-Gaines-Yoakum Counties Medical 
Society; served during World War II; died in Big Spring Sept. 15, 
aged 60. 

Stein, Clarence Cornelius ® Port Washington, Wis.; University 
of Illinois College of Medicine, Chicago, 1928; served as county 
coroner; on the staff of St. Alphonsus Hospital; died Dec. 20, 
aged 58, of coronary occlusion. 


Tatum, Arthur Lawrie ® Madison, Wis.; Rush Medical College, 
Chicago, 1914; emeritus professor of pharmacology at the 
University of Wisconsin Medical School; served as professor 
of pharmacology at the University of South Dakota in Ver- 
million and as assistant professor of pharmacology at the Univer- 
sity of Chicago: past-president and vice-president of the 
American Society of Pharmacology and Experimental Thera- 
peutics; member of the American Society of Anesthesiologists: 
died Nov. 11, aged 71, of coronary thrombosis. 


Zepp, Herbert Elmo, Baltimore; University of Maryland School 
of Medicine, Baltimore, 1904; member of the Medical and 
Chirurgical Faculty of Maryland; for many years president of 
the Central Bank of Howard County; died Dec. 2, aged 76, of 
cerebral hemorrhage and arteriosclerosis. 
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FOREIGN LETTERS 


AUSTRIA 


Chemotherapy.—At the meeting of the Austrian Congress of 
Physicians held in Salzburg in 1955, O. Schaumann of Inns- 
bruck stated that in drug therapy undesirable side-effects should 
be expected in a small proportion of patients. Primary effects 
and side-effects increase as the dose increases. Martini of Bonn, 
Germany, emphasized that it is essential to know the condi- 
tions under which undesirable side-effects occur and to know 
whether the limits of safety have been approached. Familiarity 
with antidotes is important. Siedek of Vienna stated that der- 
matomycoses must be cured before penicillin is given. Gorlitzer- 
Mundy stated that septic processes are likely to occur after the 
administration of cortisone, and he advises protection with the 
aid of penicillin before and after therapy with this drug. Dam- 
age caused by cortisone depends on excessive doses of the drug. 
According to Matras of Vienna, antibiotics have an antigen- 
like effect. Patients with cutaneous diseases are especially likely 
to react to them with allergic manifestations. Cutaneous tests 
should therefore be made before the administration of these 
drugs. By changing the preparation, sensitization may be pre- 
vented in some patients. Cutaneous changes must be watched 
for carefully. 


Intra-Arterial Oxygen Therapy.—At the same meeting, Jud- 
maier of Innsbruck said that the insufflation of oxygen into the 
arteries is relatively harmless if the proper technique is used. 
Gas pressure, amount of gas, and the patient’s position are im- 
portant. This treatment is contraindicated in the upper extremity 
in the presence of an arteriovenous aneurysm. 


DENMARK 


Drug Addiction.—In 1949 the public health authorities started 
the so-called morphine register, which is compiled on the basis of 
the reports of the prescription of opiates sent in by all the phar- 
macies in Denmark. These reports are checked every month 
for Copenhagen and once or twice a year for the rest of the 
country. As these reports include the name of the drug pre- 
scribed, the dose, the name of the prescribing physician, and 
the name and address of the patient, it has been possible to 
compile an accurate census of Denmark’s drug addicts. About 
50% of the 800 to 900 addicts known to the authorities are in 
Copenhagen, and many are physicians. In a recent lecture, Dr. 
Jérgen Ravn, who is in charge of a mental hospital in Middel- 
fart, which admits 600 to 700 patients a year, pointed out that 
the medical profession must bear a large share of the blame 
for the present state of affairs in Denmark. In addition to the 
surgeon who light-heartedly prescribes opiates after operations 
and the psychiatrist who prescribes them to calm his patients, 
there is the manufacturer who advertises a new drug with an 
assurance that it can be taken without risk of addiction. A cer- 
tain number of recruits to the ranks of addicts come from alco- 
holics whose alcoholism has been cured by disulfiram and whose 
craving for a substitute is met by some opiate. In his comments 
on the new narcotic law of May, 1955, Ravn points out that 
additional powers are now given the authorities to deal with the 
physician who dispenses opiates too freely to his patients or him- 
self. Such a physician may now be forbidden to prescribe opiates 
for a given period, or he may be persuaded to abandon his right 
to such prescribing voluntarily. In extreme cases, when the phy- 
sician himself is convicted of addiction, he may be forced to 
submit to treatment in a hospital. Should he prove refractory, 
his right to practice medicine may be revoked. 


Too Many Tests?—Dr. Hans Heckscher cites the case of a 70- 
year-old man who was admitted to hospital with the diagnosis 
of cerebral and myocardial arteriosclerosis and thrombotic cere- 





The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


bral apoplexy with embolism or thrombosis of the pulmonary 
artery. After 20 days in the hospital, he died, and the diagnosis 
was confirmed by autopsy. Before death, he underwent pro- 
cedures for x-ray examination of cranium and chest, lumbar 
puncture, numerous blood cell counts, eyegrounds examinations, 
an electrocardiographic examination, Esbach’s test, Wasser- 
mann test, and prothrombin titer, icteric index, sedimentation 
rate, and blood chemistry determinations. Heckscher suggests 
that by letting a patient run the gauntlet of indiscriminate, whole- 
sale testing a hospital fails to teach its junior staff to become good 
clinicians with a balanced sense of discrimination. A fortnight 
later the cudgels were taken up by Dr. Esther Frantzen, who 
capped Heckscher’s case with one of her own that pointed a 
different moral. Her patient, also an alderly man, was admitted 
to the hospital suffering from hemiparesis, aphasia, and cerebral 
thrombosis. He, became comatose and suffered from incontinence 
of urine and feces, marked emaciation, severe bed sores, and a 
high fever. In addition to most of the above-mentioned tests, 
he was subjected to an arteriographic examination of the 
cranium, which revealed a hematoma over the left hemisphere. 
The hematoma was removed and he made a complete recovery. 
Dr. Frantzen urges leaving no stone unturned, however vehe- 
ment the outcry against the multiplicity of laboratory and other 
hospital examinations may be. 


Poliomyelitis Vaccination.—The Danish health authorities car- 
ried out much of their original poliomyelitis vaccination pro- 
gram last summer and vaccinated about 425,000 children be- 
tween the ages of 7 and 12 years (Danish M. Bull. 2:226 |Dec.| 
1955). On the recommendation of Dr. Salk, no preservative 
was added to the Danish vaccine, batches of which were tested 
repeatedly for sterility during preparation. The inoculations were 
given intradermally in the forearm, the two injections usually 
resulting in papules with a diameter of about 8 mm. No case 
of paralysis occurred in the vaccinated children, and during the 
spring and early summer of 1955 there was not a single paralytic 
case in Denmark. In 1955, poliomyelitis was comparatively rare 
in the country with only 11 paralytic cases reported from April 
through September. In 1952 there were 2,450 such cases; the 
corresponding figures for 1953 and 1954 were 684 and 72 re- 
spectively. In Greenland the total population and in the Faroe 
Islands all the school children were given an opportunity for 
vaccination in the summer of 1955. 


Chronic Barbiturate Poisoning.—An editorial and three original 
articles in Ugeskrift for leger for Dec. 15, 1955, deal with 
chronic barbiturate poisoning. At the psychiatric departments of 
the Rigshospital and other hospitals in Copenhagen, the number 
of patients with barbiturate poisoning has been doubling from 
year to year. As a result the physician who is confronted with 
what appears to be a straightforward case of presenile or arterio- 
sclerotic dementia must now consider the possibility of chronic 
barbiturate poisoning. The complexity of the problem in com- 
parison with that of morphine addiction calls for an attack on 
it on a wide front. One of the remedies advocated is a search- 
ing revision of the regulations governing the control of medical 
prescriptions. 


FRANCE 


Hepatotherapy for Alcoholism.—G. de Couesnongle of the 
Quimper Psychiatric Hospital reported on a series of 44 patients 
with acute and subacute alcoholic psychosis. They were given 
25 ce. of liver extract mixed with 25 cc. of sodium chloride 
solution intravenously at a rate of not more than 5 cc. per 
minute. This was repeated 30 minutes later. The results were 
very good and sometimes resulted in the disappearance of symp- 
toms within 24 hours. Mental confusion disappears more slowly 
than the other symptoms. Treatment may cause a fall in blood 
pressure or an epileptiform seizure. In this series treatment had 
to be stopped in three patients because of shock. De Couesnongie 
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recommends the treatment only for patients with subacute neuro- 
psychological alcoholism and the hyperthermic forms of alco- 
holism, such as delirium tremens. The results have been superior 
to those obtained with strychnine. 


Congress of Medical Ethics.—The first International Congress 
of Medical Ethics was held in October at Paris. Representatives 
of various disciplines—physicians, judges, sociologists, phil- 
osophers, moralists, and official delegates of great cults attended. 
Professor Loeper and his co-workers stated that, even after pre- 
liminary trials in animals and after establishing that a drug 
tested conforms to scientific requirements, its first application 
in man must be considered experimental. The physician has 
the dual responsibility to respect the human person and to con- 
tribute to the progress of his art. In another paper Prof. Pasteur 
Vallery-Radot and his co-workers stated that experimental treat- 
ment should not be given to a patient without his consent and 
should carry no risk unless it is undertaken to save the patient's 
life. 


Spiramycin, a New Antibiotic.—Spiramycin has been obtained 
from a genus of Streptomyces found in a sample of earth \from 
the north of France. This new species is called Streptomyces 
ambofaciens because two antibiotics are produced in the cul- 
ture medium (spiramycin and congocidin). Although in vitro 
spiramycin appears to be inferior to other antibiotics, this is 
not true in vivo, where it is very active against gram-positive 
organisms and especially against staphylococci resistant to other 
antibiotics. Absence of toxicity and [rritation of the intestinal 
tract (the intestinal flora is not modified) are advantages. 





Pulmonary Sarcoidosis.—J. Turiaf and his co-workers reported 
to the Medical Society of Paris Hospitals in October that corti- 
sone is indicated in the treatment of pulmonary sarcoidosis in 
patients in whom dyspnea, cachexia, and parenchymatous infil- 
tration are observed. These patients require prolonged treat- 
ment. The drug is also indicated for progressive febrile attacks, 
in which case a short period of treatment suffices. A positive 
skin reaction to tuberculin is a contraindication to this treat- 
ment. Of 14 patients treated with cortisone, one died of perfora- 
tion of an undetected pyloric ulcer. 


Effect of Work on Blood Pressure.—R. Moynier of the Security 
National Institute has invented an apparatus that measures blood 
pressure continuously while a subject is carrying on his regular 
work. The tracings also indicate the cardiac rhythm and the 
oscillometric index. It can be applied to the hand, leg, or tem- 
poral region. Using this device Moynier has observed a vast 
diversity of reactions by different persons doing the same work. 
Among other things, he is using this method to determine the 
optimum pattern of work and rest. 





Evaluation of Anthelmintic Drugs.—R. Deschiens of the Pasteur 
Institute has elaborated a method for evaluating anthelmintic 
drugs. This consists in evaluating the action (1) in vitro of the 
drug to be tested against a saprophytic nematode found in rab- 
bits, (2) in vitro against Haemonchus contortus larvae found 
in sheep, and (3) in vivo in mice infected with Hymenolepis 
nana or Aspicularis tetraptera. The test is positive if worms 
are absent or if those present are dead. 


INDIA 


Medical Education.—Three subcommittees prepared recommen- 
dations for the Indian Medical Education Conference held in 
November. They strongly recommended the complete stoppage 
of private practice by teachers serving in medical colleges. The 
staff of medical colleges engaged in private practice because of 
the low salaries offered by universities and state governments. 
The subcommittees recommend that the salaries be generously 
raised and only full-time staff be employed. The whole pattern 
of medical education, which was modeled after British uni- 
versities, is outmoded, as even in Great Britain the curriculums 
and methods of teaching have changed in the last 15 years. To 
bring the medical curriculum more in line with modern Ameri- 
can and continental practice, it is suggested that oral examina- 


tions replace written tests and that the course be reduced from 
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five or six years to four and a half years because of the growing 
need for physicians and the high cost of medical education. A 
uniform system of admission into medical colleges is urged, as 
some colleges consider the past academic career and others hold 
competitive examinations. Medical education should be reori- 
ented to suit the needs of rural areas. During the clinical period 
of training the students should visit rural areas and serve the 
local people. During the period of internship every student 
should spend at least three months in a village dispensary 

The Indian Medical Education Conference held at New Dethi 
in November recommended the opening of a department of 
social and preventive medicine with a full-time staff in each of 
the medical colleges. Teaching by this department would be 
open to medical students from the freshman through senior 
classes. A coordinated outpatient service should be run by this 
department under which students, accompanied by medical social 
workers, would study the patient's social environment and other 
factors relating to his illness. Rural and urban centers of state 
governments would cooperate in giving these courses. Every 
medical college should have a study unit that would suggest 
improvements in teaching methods and that would promote re- 
search. The government should establish a teacher-student ratio 
of about 1: 5. The present system of getting instruction in medi- 
cal colleges is unsatisfactory. Teachers in government medical 
colleges should be selected by an expert committee that includes 
at least one member of the Public Service Commission, and a 
similar committee is suggested for nongovernmental institutions. 
All higher teaching posts should be filled by an open competition, 


Gastric Syphilis with Carcinoma.—G. K. Chakravarty in Surgi- 
cal and Medical News (2:22 [Oct.] 1955), said that syphilis is 
seldom found to affect the gastrointestinal tract between the 
pharynx and the anorectal region. The incidence of gastric 
syphilis is about 1 or 2 cases per 1,000. The disease leads to the 
formation of linitis plastica. Pain after eating is a common symp- 
tom that increases gradually till the patient is able to take noth- 
ing but liquids. Achlorhydria is the rule. No mass is palpable. 
Regional lymph nodes are not enlarged. The author's patient, a 
50-year-old woman, showed the characteristics of both gastric 
syphilis and gastric carcinoma superimposed on an ulcer. She 
was admitted for burning sensation in the epigastrium and right 
side of the hypochondrium of seven years’ duration. Her distress 
was intermittent and started shortly after eating, but sometimes 
it had no relation to meals. It was relieved only by vomiting 
There was no history of hematemesis. In the six months prior 
to admission, the pain increased, became almost continuous, 
and radiated to the back and upper part of both arms. There 
were occasional bouts of low-grade fever, with chills and vomit- 
ing, of five years’ duration. A mass was felt in the epigastrium, 
about the size and shape of a ping-pong ball, and was slightly 
tender. It was hard, slightly movable, and the overlying skin 
was free. The liver was tender and palpable 2 fingerbreadths 
below the costal margin. There was leukocytosis. The stools 
showed occult blood, and serologic tests for syphilis were 
strongly positive. Roentgenograms showed a large semicircular 
filling defect on the lesser curvature of the stomach, producing 
a narrowing somewhat suggestive of an hourglass deformity 
Gastric analysis showed hyperchlorhydria, blood, and an absence 
of bile. A subtotal gastrectomy was performed. On opening the 
stomach along its greater curvature, the cavity was seen to be 
diminished in size, with the rugae flattened and diminished in 
number. The submucosa was uniformly thickened. A large 
ulcerated crater with raised hard margins was found on a hard 
elevated mass of tissue on the inner aspect of the stomach at 
about the middle of the lesser curvature. The surrounding area 
was indurated and showed no mucosal folds. The base of the 
ulcer was covered by coagulated blood. The regional lymph 
nodes were not enlarged. Histological examination showed in- 
filtrating carcinomatous cells as well as perivascular infiltration 
by plasma cells, lymphocytes in the wall of the stomach, and 
new blood vessel formation. The patient died six months later 
with multiple metastases. 


Tuberculosis After Gastrectomy.—A. E. DeSa in the Journal of 
Postgraduate Medicine (1:190 [Oct.] 1955) reported two cases 
of pulmonary tuberculosis following subtotal gastrectomy in a 
series of 41 gastrectomies. The first was in a man, aged 46 years, 
with proved gastric ulcer. Fluoroscopy of the chest showed bi- 
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lateral pulmonary emphysema, but, in spite of this, a subtotal 
gastrectomy was performed because of the severity of the epi- 
gastric pain. The patient developed atelectasis of the upper lobe 
of the right lung on the day after operation. Five months after 
operation the patient returned because of abdominal pain. There 
was no stomal ulceration, and the patient was treated medically 
and discharged. A month later he returned and showed profound 
loss of weight. A roentgenogram of the chest showed extensive 
tuberculosis of the left lung. The patient left the hospital against 
medical advice and died a few days later. The other patient, a 
20-year-old man, had an acute perforation of a chronic duodenal 
ulcer. Fluoroscopy did not reveal any changes in the lungs. An 
emergency gastrectomy was performed. After this, pulmonary 
signs with cough and expectoration developed. A roentgenogram 
of the chest revealed opacities and cavitation with thickened 
walls in the upper lobe of the right lung and coarse diffuse 
mottling of the lower part of both lungs. The pulmonary lesion 
had preceded the perforation of the ulcer but was probably re- 
activated by the operation. In most such patients an inactive or 
healed tuberculous lesion already exists. The factors responsible 
for reactivation may be the anesthetic, operative stress, poor 
nutrition, and weight loss following the gastrectomy. The serum 
protein levels (especially the albumin fraction) were low in these 
patients. A roentgenogram of the chest, rather than fluoroscopic 
examination, should be made before planning gastric resection, 
and, if tuberculosis is detected, an operation should be advised 
with caution, and only as conservative a resection as consistent 
with relief of symptoms should be performed. 


Tropical Eosinophilia.—Banerji in the Journal of the Indian 
Medical Association (25:431 [Nov. 1] 1955) stated that the usual 
treatment of tropical eosinophilia is six to eight intramuscular 
injections of an arsenical compound, such as diethylamine acetar- 
sol, given at not more than biweekly intervals. Oral treatment 
is not so effective, but with prolonged parenteral treatment there 
is a risk of arsenical neuritis and other toxic effects. This led the 
author to give the diethylamine acetarsol in an aerosol, becaus2 
the manifestations of the disease are mainly respiratory. Other 
possible advantages of this route were (1) avoidance of injec- 
tions, (2) self-administration by the patient, (3) frequent admin- 
istration of the drug, hence shorter course of treatment, (4) less 
likelihood of systemic toxic effects, and (5) the use of an alterna- 
tive route in patients who are intolerant to parenteral adminis- 
tration. Ten patients were given this form of treatment. The 
diagnosis was based on a typical history of cough and wheezing, 
with or without fever, the presence of rhonchi in both lungs in 
most cases, and an increased leukocyte count due to eosino- 
philia. Other common causes of eosinophilia were ruled out. The 
patients’ progress was assessed by repeated blood cell counts and 
improvement in general condition. A 3-cc. ampul of diethyl- 
amine acetarsol solution (0.05 gm. of arsenic) was placed in the 
glass container of an atomizer with, or more usually without, 
dilution. The whole amount was usually used within an hour or 
so. The treatment was continued for 8 to 10 days. Nine patients 
showed complete remission of symptoms, but the eosinophil 
count was lowered satisfactorily in only four. One patient was 
subsequently cured by a course of chlortetracycline. The aerosol 
did not seem to have any great advantage over parenteral 
therapy. 


Health Services in India—The 13th Bombay Medical Congress 
was held in Bombay in November. Referring to the development 
of health services in India, Dr. J. N. Mehta stated that, although 
the funds available for health development fell short of the re- 
quirements, the foundation has been laid for steady advance 
on many fronts. In India the incidence of malaria, tuberculosis, 
leprosy, filariasis, cholera, smallpox, and plague is still high. 
The incidence of plague and malaria is decreasing. With the 
protection of water supplies and improvement of sanitation, the 
intestinal diseases should be brought under control. Progress is 
also being made against tuberculosis, leprosy, and filariasis. A 
mass campaign of protection by BCG vaccination has been in 
progress for the past seven years and is expected to cover the 
total population under the age of 20 years by 1961. The number 
of beds for tuberculous patients has been increased from 5,000 
to 20,000. The establishment of a chain of health units in rural 
areas has been started as a joint program between the federal 
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government and the states. The Employees State Insurance Act 
is being extended to cover more than 2 million factory workers 
The act also provides for the extension of the term “worker” 
to all classes of employees, including farm laborers and the 
families of workers. Balanced diets worked out by nutritionis‘s 
are within the reach of the middle class and even certain strata 
of the lower class. A well-organized and extensive program of 
health education is essential. The development of a social out- 
look and of adequate appreciation of the social functions of 
medicine are essential for physicians and other health personnel. 
The federal and state governments have expanded facilities in 
training physicians and ancillary personnel. 


Effect of Sarpankh Juice on Blood Sugar.—Swift and his co- 
workers in the Antiseptic (52:855 [Nov.] 1955) reported that the 
juice of sarpankh, a papilionaceous plant, was given to rabbits 
rendered diabetic by intravenous injection of alloxan and that 
the results were compared with those of controls given tap water 
instead of the juice. In all the sarpankh-treated rabbits, the blood 
sugar levels showed a marked rise, but in three there was a 
slight initial fall. Of the six controls, only three showed a slight 
rise in the blood sugar level. In another experiment it was pro- 
posed to assess the effect of sarpankh on the development of dia- 
betes by giving it repeatedly for a few days before the injection 
of alloxan. The animals, however, died seven days after the ad- 
ministration of the juice and showed acute congestion in the 
kidneys, spleen, liver, and lungs. Sarpankh juice contains rutin, 
which has a hyperglycemic effect in normal rabbits, and another 
factor that lowers the blood sugar level and counteracts the 
effect of epinephrine. This latter factor may be useful in the 
treatment of diabetes. The juice deteriorates on standing. Its 
effect is probably due to stimulation of islands of Langerhans 
and is effective only in the presence of island cells. In the rabbits 
made diabetic by alloxan, the blood sugar level was raised by 
the juice, as in these animals the island tissue is reduced and 
the hyperglycemic effect of rutin predominates. Efforts are being 
made to isolate the hypoglycemic factor. 


Malaria Control.—The Health Panel of the Planning Commis- 
sion advocates extension of malaria control measures during the 
second Five Year Plan to the 200 million people who are ex- 
posed to the risk. About 100 million persons suffer from malaria 
every year and 71 million of these die. When the national 
malaria control program was drawn up, it was thought that 
intensive applications of chlorophenothane for three years and 
a small-scale maintenance program thereafter would effectively 
control the disease in the epidemic areas. The Malaria Institute 
of India now believes that another five-year program of active 
operation is necessary before change to the maintenance stage. 


Hiirthle €elt Tumor.—Reddy and his co-workers (J. Indian M. 
A. 25:465 [Nov. 16] 1955) stated that Hiirthle cell adenoma or 
its malignant variant is an uncommon neoplasm of the thyroid 
and is rarely diagnosed preoperatively. An adenoma, a carci- 
noma, or sometimes a cluster of cells in normal thyroid may be 
composed exclusively of Hiirthle cells. Hiirthle cell tumors are 
believed to be a cellular type of thyroid involution. They are 
usually encapsulated, but venular invasion suggests malignancy. 
Postoperative follow-up is important in all patients because the 
tumors are potentially malignant. 


ITALY 


Retroperitoneal Tumors.—At a meeting of the Italian Society 
of Surgery in Rome in October, Professor Pettinari said that 
various primary retroperitoneal tumors may have in common 
such clinical features as a long latent period and the possibility 
of becoming very large. The main characteristics of these tumors 
are (1) symptoms and radiological findings referable to the retro- 
peritoneal space; (2) a long latent period and a slow growth to 
great size before causing notable disturbances; (3) lack of mobil- 
ity; (4) edges that are not well defined; and (5) the lack or late 
appearance of symptoms referable to one organ. These tumors 
are becoming more and more common. Most of these tumors 
originate from the mesenchyma, and they occur, in most cases, 
not on adult and well-defined structures but on the totipotential 
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mesenchymal element or on embryonal residues in the primary 
histoid state. This accounts for their structural complexity and 
the frequency with which the forms that are apparently benign 
can become malignant, which fact has led to the adoption of 
terms such as malignant or metastasizing lipoma, malignant 
neurinoma, and others, which according to the speaker should 
be abandoned. 


Professor Pettinari suggested a histological classification into 
mesenchymomas, nerve tumors, and tumors caused by embryonal 
residues. Each category includes numerous varieties. Retroperi- 
toneal tumors can develop in all directions except posteriad, 
because the posterior wall constitutes an obstacle to their further 
expansion. In the course of their development they cause per- 
sistent displacement and compression of the nearby organs. 
Early diagnosis is, as a rule, made difficult by the fact that the 
impairment can be tolerated for a long time. Pain varies greatly; 
it is often latent, rarely colicky. In about 23% of the patients 
there is dyspepsia, but urinary disturbances are uncommon. The 
diagnosis is based on the combined clinical and roentgenographic 
findings. In the latter the demonstration of displaced abdominal 
organs is suggestive. Such special examinations as pyelography, 
pneumopyelography, pneumoretroperitoneum with body section 
roentgenography, aortography, abdominal or renal venography, 
and retrograde hepatography may be useful. With these 
methods, it is usually possible to determine the exact position of 
the tumor and to differentiate it from other intra-abdominal 
conditions. Sometimes the differential diagnosis between pan- 
creatic and retroperitoneal tumors of the upper abdomen is dif- 
ficult. It is also difficult to determine the exact nature of the 
tumor except by histological examination. The treatment is sur- 
gical, preceded or followed by roentgenotherapy. The latter is the 
only means of treatment for inoperable tumors. The choice of 
the best operative approach depends on the location of the tumor. 
The incision should always be large enough to permit a view of 
the entire operative field. 


Mammary Cancer.—At the same meeting Prof. Tommaso Greco 
said that the incidence of and case fatality rate from cancer of 
the breast have been increasing progressively. The fact that some 
women are still living and in good health 10 to 15 years after 
the removal of a mammary cancer was until recently regarded 
with optimism, but further investigation indicates that most pa- 
tients operated on for this type of cancer, even when the opera- 
tion is performed early, die from metastases. It must therefore 
be concluded that, although patients whose mammary cancer 
has been removed may survive for many years, their complete 
recovery cannot be assured. Before establishing the value of any 
method of treatment, it is necessary to know the natural course 
of the disease. With regard to mammary cancer the comparison 
between treated and untreated cases indicated that patients who 
are treated live longer after the condition is recognized than 
those who are not treated. 


Roentgenography is valuable in the discovery of minimal can- 
cers and may be combined with other measures such as ultra- 
sonic visualization. The treatment of choice for most patients 
consists of preoperative irradiation, radical mastectomy com- 
bined with removal of parasternal lymph nodes, treatment of the 
metastases with any cancerocidal means, and correction of hor- 
monal hyperfunctions. The indications for postoperative roent- 
genotherapy are becoming limited. Even in the event of a re- 
currence, surgical and irradiation therapy are indicated as long 
as it is possible to attack the tumor directly. Hormones may be 
useful as a palliative measure. 


Symposium on Reserpine and Chlorpromazine.—A national 
symposium to discuss the use of reserpine and chlorpromazine 
in psychiatry was held at the Catholic University of Milan in 
October. Dr. Benedetti of Zurich, Switzerland, stated that both 
drugs are used to relieve tension, agitation, and aggression. In 
the depressive states it is advisable to begin therapy with chlor- 
promazine, but reserpine is to be preferred if the symptoms 
involving the autonomic nervous system are severe. As a rule, 
however, therapy can be commenced freely with either drug for 
most patients, and one can be substituted for the other later if 
untoward reactions appear. Although both drugs act on psy- 
chological symptoms, neither can eradicate the cause of a 
psychosis or produce a cure. Both can shorten the acute attacks 
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of many psychoses and improve chronic schizophrenia, but 
neither is a specific cure for schizophrenia. Chlorpromazine is 
more effective in relieving depression, but reserpine acts bette: 
in patients with emotional tension. One disadvantage of re 
serpine lies in the fact that it causes extrapyramidal symptoms 
more frequently than chlorpromazine if the drugs are given in 
sufficient amounts to influence the psychological symptoms. If 
given by injection, reserpine is less painful and less infilirating 
than chlorpromazine. In rare instances, chlorpromazine may 
cause jaundice, probably of an allergic nature. Reserpine, on 
the other hand, has caused perforation of the stomach. Chilo: 
promazine causes tachycardia and drying of the mucosa but 
does not influence the patient's color. Reserpine causes brady- 
cardia and a gray pallor but no drying of the mucosa. When 
reserpine therapy causes extrapyramidal disturbances such as 
paralysis agitans, chlorpromazine should be substituted. If the 
psychotic patient has a hepatic disease, reserpine, rather than 
chlorpromazine, should be given, but, if he has a gastric dis 
turbance, chlorpromazine should be given rather than reserpine. 
Different effects of the two drugs in the same person (almost 
complete recovery or intolerance) are ascribed to a different 
biochemical mechanism. 


NEW ZEALAND 


Cancer of the Lung.—A study on the epidemiology of cancer 
of the lung in New Zealand was reported by Dr. David East- 
cott (Lancet 1:37, 1956). This is a remote island, and immigra- 
tion by persons mainly of British stock has been continuous 
since the middle of the last century. Thus, there is opportunity 
to study the incidence of disease in people of the same stock, 
living under similar conditions, and differing only in the fact 
that some spent part of their lives in Great Britain before coming 
to New Zealand. If the different environment that they experi 
enced in their earlier years had an effect on the risk of con- 
tracting cancer, it should be reflected in differences in mortality 
between those born in New Zealand and those born in Great 
Britain, and between those in the immigrant group who came to 
New Zealand after a substantial period of residence in Great 
Britain and those who came at an earlier age. According to 
Eastcott, the chances of dying of cancer of the lung are 30% 
higher for all United Kingdom immigrants, but for those who 
were 30 years of age or more on entering New Zealand the 
risk is 75% higher. (This increased incidence is not seen in 
cancer of other parts of the body.) The age at which the dis- 
ease appeared is also a decade earlier in the immigrant class. 
It is concluded that immigrants from Great Britain to New 
Zealand are affected by their former environment and that this 
effect is related to the length of exposure in that environment. 
The smoking habits of the two countries are similar, and the 
evidence points to the factors’ being associated with urbaniza- 
tion, as shown by other studies. It shows too that these factors 
may exert their carcinogenic effect a long time after the patient 
has been removed from them, and this is in keeping with what 
is known of the mode of action of the carcinogens isolated 
from the air of industrial cities. 


PERU 


Surgery in Noncalculous Biliary Disease.—Dr. V. Baracco Gan- 
dolfo of the School of Medicine stated at the second Peruvian 
Congress of Medicine in October that certain noncalculous 
biliary diseases may be successfully treated by surgical means 
Many patients who complain of typical symptoms of biliary 
disturbance but whose cholecystographic studies are normal 
suffer at most a biliary dysfunction, and a few patients clinically 
suspected to have gallstones are found at operation to have no 
stones. The speaker studied a group of such patients and found, 
by means of duodenal drainage and cholecystograms, that they 
had a disturbance in evacuating the gallbladder. Although medi- 
cal management will relieve many of these patients, some fail 
to respond to such treatment. The speaker believes that they 
should have an exploratory laparotomy and, if possible, opera- 
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tive cholangiography, operative radiomanometry, or both. He 
operated on 33 such patients and found a congenital, inflamma- 
tory, hyperplastic, or mechanical obstruction of the cystic duct, 
neck, or antrum of the gallbladder in all of them. Cholecys- 
tectomy was performed in all of the patients, and 15 who had 
had clinical and laboratory evidence of hypertonia of Oddi's 
sphincter also underwent cholecystoduodenostomy. Half of the 
patients operated on were cured, but the rest continued to suffer 
to a variable extent. The speaker believes that the patients who 
did not obtain complete relief from the operation had a neuro- 
vegetative dystonia. He does not believe that vagectomy and 
splanchnicectomy are indicated in the management of the biliary 
dystonias. 


Public Health Institute—In January the National Institute of 
Hygiene and Public Health, founded in 1936, was reorganized 
under the name National Institute of Public Health. One of its 
most important new functions will be the examination of pro- 
prietary drugs for approval or disapproval by the Council of 
Pharmacy, a duty previously performed by the pharmacy di- 
vision of the Ministry of Public Health. The production di- 
vision is authorized to manufacture drugs. This should make 
drugs and biological products available to the consumer at cost. 
In addition to smallpox vaccine, combined diphtheria toxoid and 
pertussis vaccine, with and without tetanus toxoid, will be pro- 
duced. The institute hopes to sell vaccines in excess of national 
needs to other countries. In addition to drugs and biological 
products, the institute will examine foods and water, through 
the technical control division. The diagnostic division will 
aid in the detection of infectious diseases, and a division of 
epidemiological studies and special research will be created. The 
institute will also exercise technical control on the public health 
laboratories throughout the country. Since June, 1955, the Insti- 
tute of Hygiene has been directed by the Servicio Cooperativo 
Inter-Americano de Salud Publica (SCISP), an organization sup- 
ported by the governments of Peru and the United States, which 
functions under the Ministry of Public Health. SCISP was cre- 
ated in 1942, and it is specifically charged with carrying out 
programs of public health and preventive medicine. 


Edema of the Lung in Mountain Sickness.—Acute edema of the 
lung has been observed in persons suffering from mountain sick- 
ness. Native mountaineers, when returning to a high altitude 
from sea level, are the most seriously affected, according to Dr. 
Bardalez Vega in Anales de la Facultad de medicina (vol. 38, 
no. 2). Acute edema of the lung may occur regardless of the 
patient’s age, but it is more frequently observed among young 
people. If the patient does not die within a few hours of the 
onset, and if no complications are present, he gradually recovers 
without sequelae in three to five days. During the attack the 
roentgenogram of the chest shows a cottony mottling of both 
lungs. When these shadows tend to become confluent, broncho- 
pneumonia must be suspected. Clinically, patients may be di- 
vided into those with marked tachycardia, lowering of the blood 
pressure, and poor general condition and those with a less severe 
tachycardia, normal blood pressure, and fair general condition. 
Patients in the first group respond well to oxygen inhalation 
and digitalis, and those in the second group are dramatically 
relieved with oxygen inhalation only. The author recommends 
giving these patients penicillin or some chemotherapeutic agent 
to prevent bronchopneumonia. 


Nutritional Value of Quinua.—The prevalence of malnutrition 
has led many investigators to look for an easily available, highly 
nutritious foodstuff. Quinua, or chenopodeae, a Peruvian vege- 
table, is 1.5 times as rich in proteins as wheat and 2.7 times 
as rich in proteins as rice. It is four times as rich in lipids as 
wheat and eight times as rich in lipids as rice. Moreover, it 
contains inorganic substances, especially calcium, in much 
greater proportion, but it is slightly poorer in carbohydrates than 
wheat and rice. Although the cultivation of quinua has greatly 
increased in recent years, the rate of production is still insuffi- 
cient to meet the national needs. The Ministry of Agriculture 
is studying ways to augment its production. This should result 
in a decrease in price, for the cost of quinua, due to increased 
demand, has been increasing. Quinua can be used to make bread, 
crackers, cakes, and similar foods. 
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Society of Pathological Anatomy.—The Society of Pathological 
Anatomy was founded in September, with Prof. Pedro Weiss 
of the National University of San Marcos, who was recently 
honored with the Barton award, as its first president. 


SWEDEN 


Gastric Ulcer.—Falconer reviewed 9,300 autopsy reports and 
found that in 1,674 cases peptic lesions or scars were noted. In 
Svenska likartidningen (Nov. 4, 1955) John Tomenius stated 
that more than 70% of the patients treated for gastric ulcer in 
the hospitals of Stockholm between 1938 and 1952 were men. 
During this period 22,432 patients were treated medically and 
12,467 were treated surgically for gastric ulcer, with a definite 
progressive increase in the proportion treated surgically. This 
growing preference for surgical treatment may mean either that 
the severity of gastric ulcer increased or that the indications for 
operation were widened during the period under review. When 
the 15-year period was broken up into three 5-year periods, it 
was seen that 81% of all the relapses occurred in the first 5-year 
period. In the second five-year period this figure was 16% and in 
the third only 2 or 3%. The relapse rate was about the same for 
men as for women and higher for duodenal than for gastric 
ulcers. The case fatality rate for gastric ulcer was 2.4%, and it 
was much lower for duodenal ulcers. More than 70% of the 
deaths occurred in men. The immediate operative mortality fell 
from 8.8% for the period 1939-1942 to 3.2% for the period 
1950-1952. 


Headache from Temporomandibular Joint Dysfunction.—Dr. 
Ragnar Berlin and his co-workers in Nordisk medicin (Nov. 3, 
1955) reported their findings in a series of 92 women and 13 men 
whose chronic headache they found to be associated with tem- 
poromandibular joint dysfunction (Costen’s syndrome). The fre- 
quency with which this condition leads to chronic headache may 
be roughly gauged from the fact that within less than three years 
the hospital in question dealt not only with the above-mentioned 
105 patients but also with 29 others not discussed in the present 
study because treatment was declined by the patients. All the 
105 patients had suffered from headache for a long time (42 of 
them for from 5 to more than 20 years). The authors concluded 
that 83% had achieved complete freedom from headache or 
marked improvement in response to the treatment given. The 
previous duration of the headache did not influence the thera- 
peutic results obtained. Radical operation was rarely done and 
the cures effected depended largely on the skill and patience with 
which each patient was treated. This type of lesion requires the 
attention of a dentist or oral surgeon with special interest in the 
condition. 





National Association Against Tuberculosis——Owing to the 
marked fall in the death rate from tuberculosis, the National 
Association Against Tuberculosis is extending some of its activi- 
ties to other diseases. A large sum has been earmarked for the 
study of cardiovascular diseases. This does not indicate any 
slackening of interest in the antituberculosis campaign. Although 
tuberculosis is no longer a common cause of death, it continues 
to cause much chronic invalidism. The association helps tuber- 
culous patients by providing occupational therapy, convalescent 
homes, sanatorium libraries, correspondence classes, and train- 
ing in new fields. It also continues to support research in tuber- 
culosis, to conduct educational campaigns, and to conduct mass 
radiography and BCG vaccination on selected groups. 


Identification Tags for Civilians.—Article 24, paragraph 3, of 
the Geneva Convention of 1949 is concerned with the protection 
of civilians in wartime and urges that all children less than 12 
years old be provided with identification tags. This will be done 
on a voluntary basis. Prominent voluntary organizations, includ- 
ing the Red Cross, are cooperating in bringing the problem home 
to every household. If desired, the tag can state the blood type 
of the bearer, but the cost of determining the type must also be 
borne by the individual. 
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UNITED KINGDOM 


Survival After Operation for Bronchial Carcinoma.—Bignall 
and Moon have examined the survival rates of 531 patients 
treated for bronchial carcinoma by lung resection (Thorax 
10:183, 1955). All but 2% of the patients were followed for 
at least two years or until death. The diagnosis was confirmed 
in each case histologically. The operative mortality, defined as 
death within two months, was 19% in the early years but fell 
to 10% in the last two years. The chances of survival of those 
living after the operation declined from 63% for those living 
one year to 33% for those living five years. The survival rate 
was higher for patients with squamous cell carcinomas and 
adenocarcinomas than for those with undifferentiated growths. 
The prognosis was worse when lymph nodes were involved and 
when glandular metastases were recognized at operation. Then, 
the survival rate was about half that of patients considered free 
of metastases. Survival rates were not appreciably lower in 
those with metastases visible microscopically, although not al- 
ways apparent to the naked eye, than in those of the whole 
group. Those with tumors of the right lung had a better sur- 
vival rate than those with tumors of the left. This was also 
true in those with tumors of the upper lobes compared with 
those with tumors of the lower lobes. The lower survival rate 
in patients with left lower lobe lesions may be due to the lymph 
drainage to the right paratracheal nodes, which cannot be 
reached by the surgeon, as well as to those on the left. The 
low incidence in women is shown in the survival figures. Less 
than 10% were women, who, however, have a slightly better 
prognosis than men. Survival, which varies inversely with the 
duration of symptoms up to eight months before diagnosis, is 
independent of sex, age, and the extent of resection. In the 
last two years the operative mortality for lobectomy was nil 
and for pneumonectomy 13%. The ultimate prognosis for 
pneumonectomy is probably better than this according to Brock 
and Whytehead (Brit. J. Surg. 43:8, 1955), who advocate routine 
radical pneumonectomy. They claim that this gives an ultimate 
survival rate of 50%, compared with 18% for lobectomy. 


Homosexuality.—The British Medical Association has submitted 
a memorandum to the committee appointed by the Home Sec- 
retary to investigate the law and practice relating to homosexual 
offenses. The British Medical Association committee does not 
accept the widely held view that gross homosexual acts are more 
serious than promiscuous heterosexual intercourse in that they 
are “unnatural.” The committee quotes with approval the view 
of the Church of England: “A thoroughgoing review is de- 
manded of the principles according to which certain sexual acts 
are singled out for definition as legal ‘offenses,’ while others, 
equally harmful to society, are ignored.” Two main groups of 
homosexuals are distinguished: the essential and the acquired. 
The essential group is further divided into those whose homo- 
sexuality is genetically determined and those whose homo- 
sexuality is caused by environmental influences early in life. The 
acquired group is defined as those in whom the tendency to 
homosexual practices is predominantly determined by new 
factors arising in late childhood, adolescence, or adult life. 
Although the essential group is not amenable to treatment, the 
individual may be deterred from overt homosexual activity. 
Many homosexuals in the acquired group, on the other hand, 
may be treated. It is emphasized that there is nothing wrong 
in the love of a man for a man or of a woman for a woman. 
It is only when actual homosexual practices result that it is 
to be deprecated. Attention is drawn to the fact that homosexual 
practices tend to spread by contact and that from time to time 
they insidiously invade certain groups of the community that 
would otherwise be predominantly heterosexual. Among the 
ways in which male homosexuals arouse the hostility of the 
public are their alleged tendency, when in positions of authority, 
to give preferential treatment to homosexuals or to require 
homosexual subjection to obtain a promotion. Comparing the 
annual average for 1920 to 1924 and the figure for 1954, in 
England and Wales the number of attempts to commit un- 
natural offenses and indecent assaults on male persons has risen 
from 215 to 3,280. These police statistics, however, may indi- 
cate only a higher degree of police zeal, or perhaps the more 
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tolerant attitude of society toward homosexuality may have 
led practicing homosexuals to be less discreet in their activities, 

The law needs to be both deterrent and reformatory. Exist- 
ing law and practice do not meet these requirements satisfac- 
torily. In general, the purpose of imprisonment is to protect the 
public, to punish the offender, to deter him from further offenses, 
and to make every effort and provision for his reformation 
Although some punishment should be inflicted on these 
offenders, prison is not usually the most suitable place for deal- 
ing with them. Many, especially first offenders, could be helped 
more effectively by medical treatment and moral encourage- 
ment outside the prison. If homosexuals are sent to prison, 
efforts should be made to ensure that such prisoners are de 
prived of opportunities for continued homosexual activities. 
Special teams consisting of a prison officer, a prison physician, 
a psychiatrist, a religious worker, and a social worker should 
be established, to be available in both prisons and observation 
centers for the treatment and reformation of prisoners who are 
likely to benefit or who are willing to undergo treatment. In 
corrigible offenders should be dealt with in the same way as 
mentally deranged offenders. The present law, which condemns 
every kind of homosexual act between men, lends itself to abuse, 
including opportunities for blackmail. If the law is to be re- 
laxed to render not illegal homosexual practices between con- 
senting adults in private, it is emphasized that the age of consent 
must be not less than 21 years. Even if there were a relative 
relaxation of the public attitude toward homosexuality, it is 
likely that healthy forces in the community would be such as 
would prevent any substantial permanent increase in the in- 
cidence of homosexual practice. 

In prevention, the real safeguard against homosexual activity 
is public opinion, and measures to increase a healthy attitude 
toward sex should be promoted and supported by all possible 
means. A healthy public opinion depends on a high level of 
national morale, which should be nurtured in schools, youth 
organizations, and other organizations. Ultimately, the preven 
tion of homosexual practices depends on establishing normal 
human relationships. Homosexual practices at school should 
be treated as would other misbehavior. They may represent no 
more than a natural desire for experience. There is no panacea 
for homosexuality, but much can be done to enable the indi 
vidual to overcome his disability, even if his sexual orientation 
cannot be altered. Group treatment is said to be effective when 
used in prison. Drugs commonly used in the treatment of homo- 
sexuals are the estrogens, which produce temporary cessation 
or diminution of sexual desire in most subjects. Normal sexual 
desire returns when use of the drugs are stopped. They are most 
useful as a temporary measure to relieve sexual tension and to 
demonstrate that the patient can obtain relief if his desires be- 
come insupportable and as a semipermanent treatment in older 
patients in whom there is no contraindication to severe limitation 
of sexual life. Their effect varies. They are most effective in a 
small group of patients who are very highly sexed. In some 
patients who have been repeatedly punished and despair of 
avoiding further imprisonment, the drug may break a vicious 
circle and allow them to give up homosexual associations. 





Anesthetic Deaths.—According to the annual report of the 
Ministry of Health for 1954, in 1933 there were 768 deaths 
caused by anesthetics. By 1953 the number had fallen to 562 
This represents about 1 per 1,000 of all deaths occurring in the 
population. A pilot survey carried out in 1954 indicated that 
anesthetics were given about 8 million times annually in the 
hospitals in England. Deaths due to certain anesthetics, such as 
chloroform and ether alone or in combination, are less than 
they were 20 years ago, whereas there is an increase in deaths 
due to modern anesthetics. Such variations may merely reflect 
the popularity of certain anesthetics. Thus, Pentothal alone is 
mentioned in the death certificate in 314 deaths in the period 
1949 to 1953. This may be due to the fact that most patients 
undergoing surgical operations have an intravenous injection of 
Pentothal at some stage, or the fact that Pentothal is “fatally 
easy to give.” A recent investigation showed that, in 35% of a 
significant number of anesthetic deaths, the general condition of 
the patient preoperatively was poor and that 56% of the opera- 
tions were nonurgent. In the same investigation, 30% of the 
patients were noted as having a doubtful chance of recovery 
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pos‘operatively in the best of circumstances and that the com- 
monest cause of death was aspiration pneumonia. One of the 
factors responsible for the improved outlook in anesthesia is 
the increasing number of qualified anesthesiologists. In 1846 
there was only one recognized anesthesiologist in England. In 
1954 there were 727 consultant anesthesiologists working under 
the National Health Service. 


Trends in Anesthesia—In the same report, Dr. Marston de- 
scribes the introduction of reliably standardized muscle relaxants 
as the most important contributory factor in the revolutionary 
change that has taken place in anesthetic practice in the last 
decade. The powerful inhalational anesthetic agents are no longer 
the most important drugs in the anesthetist’s armamentarium, 
and there are some who believe that they no longer belong there 
at all. The general tendency now is not to use a drug with mul- 
tiple pharmacological properties, such as ether, but to choose 
drugs with simpler pharmacological action, such as barbiturates, 
nitrous oxide, muscle relaxants, Pethidine, and the ganglioplegic 
and antihistaminic drugs, and to use each for a specific purpose; 
hypothermia is also used. When used judiciously and by an 
expert fully aware of the dangers involved, these methods have 
resulted in a reduction in postoperative morbidity and mortality, 
and it is almost unknown for the expert to withhold anesthesia 
on the grounds of the poor condition of the patient. Unfortu- 
nately this has not been obtained without cost; the very advan- 
tages these drugs give to the expert prove the reverse to the less 
skillful. This increasing complexity of anesthesia has compli- 
cated life for the teaching hospitals. On the one hand, their 
primary duty is to instruct undergraduates in simple, relatively 
safe methods that can best be used by the occasional anesthetist; 
on the other hand, they have to train postgraduates in advanced 
complicated techniques. 

Even in the most expert and careful hands these techniques 
have their own sequelae that vary in severity. Most experts now 
agree that for their use to be justified there must be some very 
definite benefit to the patient to counterbalance the taking of an 
unpredictable risk, however small. In the past year there has 
been increasing recognition of the doubtful value and possible 
dangers of the use of mixtures of carbon dioxide in oxygen in 
anesthesia. The use of such mixtures has been officially aban- 
doned in the light of greater knowledge of respiratory physiology. 
There are, however, still some conditions in which the use of 
such mixtures is of value: e. g., after long-continued respiratory 
obstruction, when the respiratory center has become used to a 
high carbon dioxide level and after respiration has been con- 
trolled for some time with the help of a low carbon dioxide 
concentration in the blood and tissues. 


Adrenocorticosteroids.—According to the chief medical officer’s 
report, the period of five years, during which supplies of corti- 
costeroids have been scarce due to restrictions on foreign ex- 
change, has had certain advantages, such as the opportunity for 
clinical trials. Cortisone, however early it is given, only suppresses 
the symptoms of rheumatoid arthritis and does not affect the 
course of the disease in its initial stages to any greater extent than 
aspirin. There are, however, certain patients with rheumatoid 
arthritis to whom relief from symptoms means the difference 
between being able to live a fairly normal social life and a dis- 
tressingly crippled state in which work, recreation, or even self- 
care is more or less impossible. For such patients the hazards 
of prolonged high-dosage cortisone treatment may be preferable 
to the severely handicapped existence that is the only alternative. 
It is recommended that such treatment be undertaken only by 
physicians with special experience who are fully supported by 
the laboratory and other facilities of a general hospital. On the 
other hand, there are many patients with inflammation of the 
eye, minor rheumatic disorders, or comon diseases of the skin 
for whom it is justifiable to prescribe short courses of treatment 
with these substances by local application at a low dosage level, 
e. g., in the form of injections or ointments. There is, however, 
the possibility that indiscriminate resort to the palliative use of 
the locally applied forms of these substances (e. g., the ointments) 
may lead to a wasteful drain on the resources of the National 
Health Service entirely incommensurate with the therapeutic 
benefits conferred. 





J.A.M.A., Feb. 25, 1956 


National Blood Transfusion Service.—In his report on the 
National Blood Transfusion Service, Dr. Maycock expresses 
doubt as to whether the steady increase in the use of blood from 
year to year is entirely justified since the number of hospital beds 
is not increasing and the average stay of the patient in the hos- 
pital is not diminishing at rates that would explain more than a 
small part of the increased use of blood. In 1954, each of the 
regional transfusion centers issued more blood than in any 
previous year, and the total was slightly more than three times 
that in 1946. During 1954 the hospitals received nearly 620,000 
donations of blood collected by the service. It seems improbable 


‘that the unnecessary use of this form of treatment will be brought 


under control until time is found in the medical curriculum for 
formal coordinated instruction, so that the therapeutic value of 
and criteria for blood transfusion are more widely understood. 

One way of conserving blood is the increased use of plasma 
expanders. In 1954 the proportion of bottles of blood to bottles 
of plasma issued rose to 24.5:1. From the point of view of trans- 
mitting homologous serum juandice, small pool plasma (pre- 
pared from not more than 10 donations) carries a risk no greater 
than that associated with whole blood. In certain circumstances 
plasma has a most useful part to play; for example, in patients 
whose condition demands immediate transfusion, plasma might 
well be used to bridge the interval until compatible blood can 
be obtained. More usually, group O Rh-negative blood, or some- 
times group O Rh-positive blood, is given without a compati- 
bility test, thus exposing the patient quite unnecessarily to pos- 
sible sensitization to one of the numerous blood group antigens. 
The more general use of plasma in such instances, apart from 
benefiting the patient and eliminating the risk of sensitization 
that is always present unless a compatibility test is performed, 
would also lessen the serious strain imposed on the service 
generally by the heavy demands for group O Rh-negative blood. 
In some of these patients it would be found that plasma trans- 
fusion itself had so improved the patient’s condition that blood 
transfusion was not needed. The value of plasma used in this 
way is insufficiently appreciated. In 1954, 21 cases of homologous 
serum jaundice were reported; 19 of these followed the trans- 
fusion of blood alone. Three fatal cases were reported, all after 
the transfusion of blood. 

The relative merits of plasma and such plasma expanders as 
dextran and Polyvinylpyrrolidone have not been fully assessed. 
The plasma expanders possess only one property of plasma— 
that of exerting a colloid osmotic pressure. Plasma, on the other 
hand, is a natural fluid, possessing this property but, in addition, 
containing such substances as antibodies, enzymes, and clotting 
factors, which plasma expanders lack. 


New Food Hygiene Laws.—Regulations to provide new powers 
for improving the standards of hygiene in the food and catering 
industries came into force on Jan. 1. Others involving altera- 
tions to premises and equipment will become effective on July 1. 
Before certificates are given to food premises by local authori- 
ties, the latter must approve the structural condition of the 
premises, stalls, and vehicles and the construction and clean- 
liness of articles and equipment with which food comes into 
contact. Certain standards of hygiene for food handlers are also 
prescribed. The regulations will apply to clubs, schools, can- 
teens, and all premises where food is handled. For failure to 
observe them the courts may impose a fine of $280 or three 
months’ imprisonment or both, with a fine of $14 for each 
day the offense continues. 

The regulations prohibit the sale or preparation of food in 
insanitary premises, booths, or places where it is exposed to 
the risk of contamination. The packing of food for sale in 
domestic premises is restricted. Sinks and washbasins must be 
provided with a constant hot water supply in food premises. 
Articles and equipment with which food may come in contact 
must be so constructed and maintained that they can be 
thoroughly cleaned. Food handlers must keep all parts of their 
person and clothing as clean as reasonably practicable. Open 
cuts or abrasions must be covered with water-proof dressings, 
and smoking is forbidden while handling unwrapped food. The 
use of newspapers for wrapping food other than uncooked 
vegetables or as an outer wrapper is prohibited. Certain foods, 
particularly prepared dishes and precooked foods, must not be 


kept at a lukewarm temperature because of the danger of the 
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multiplication of organisms. An appeal may be made to magis- 
trates against the refusal or withdrawal of a certificate by a 
local authority. The hotel-catering industry is protesting that 
the new regulations will cost many thousands of pounds and 
that dangers of food poisoning in catering establishments have 
been greatly exaggerated. It also complains that too short 
notice has been given to the food industry. 


Hospital Statistics—In his “Abstract of Hospital and Medical 
Statistics for 1954,” Dr. F. Marshall states that many specialized 
hospital services are best organized on a regional basis. The 
available hospital beds vary widely in different regions. The 
report includes a figure known as “the waiting period index.” 
This is obtained by dividing the list of patients awaiting ad- 
mission by the annual turnover of beds. The smaller the index 
the shorter the average waiting period. There were over 500,000 
new outpatients in 1954 for a population of rather less than this 
figure. This illustrates the extent to which the hospitals are being 
used in place of the general practitioner service. These figures 
exclude casualty department attendances and visits for special 
pathological or diagnostic examination. There was a substantial 
drop in the number of reported cases of pulmonary tuberculosis. 
The death rate from this disease reached a record low of 0.17 
per 1,000. Waiting lists for the treatment of respiratory tuber- 
culosis have almost disappeared. The only patients waiting are 
those needing sanatorium treatment or major thoracic surgery. 
A mass radiography survey was undertaken in Salford because 
of the high death rate in that town from tuberculosis. The largest 
number of positive cases was found in patients referred by 
general practitioners, and the highest incidence of the disease 
was in young women and older men. It was also found that 
two or three units working as a team for three or four months 
resulted in the most economic use of the scheme and in the 
detection of the maximum number of active cases. The cost of 
examining 100 persons by mass radiography is about $50, and 
it costs just over $280 to discover by its means one active case 
of tuberculosis. This more than justifies the cost. A mental 
hospital survey revealed that 77.7% of the patients had been 
hospitalized for over two years and were regarded as chronic 
cases. In some of the larger mental hospitals the figure reaches 
84.7%. 


Wrong Finger Amputated.—Giving judgment for a plaintiff in 
a suit for negligence, the judge said that there would be fewer 
suits of this sort if patients were told what happened in the 
hospital. He deplored the number of ill-founded claims against 
physicians for negligence, but neither the patient nor his rela- 
tions really know what goes on inside the hospital. If a bad 
mistake is made in the hospital, the whole staff knows about it, 
and, if the patient were informed, it is likely that it would put 
a stop to ill-founded claims; otherwise, patients do not hear 
facts until they are brought out in court. A factory worker 
caught her hand in a power press, and an orthopedist advised 
that part of the middle finger be amputated. The operation was 
performed by an intern who removed the top of the little finger 
by mistake. An operation for the suture of a severed tendon 
in the injured finger was done too late. Nineteen months after 
the accident, the whole middle finger had to be amputated. The 
patient, who was unable to unclench the injured hand, sued 
the intern, the orthopedist, and the Regional Hospital Board. 
The intern admitted liability and paid $1,400, but the ortho- 
pedist and the hospital board denied liability. A surgeon, testify- 
ing for the patient, said that an exploratory operation should 
have been performed to see if the tendon had been divided when 
the patient was first admitted. The casualty surgeon should 
have sought a senior surgeon’s advice. The judge said that the 
hospital board was liable with the orthopedist for the condition 
of the patient’s hand. He was surprised that the board did not 
express regret and accept full responsibility for the damage. 
Proceedings against the orthopedist were dropped, but the judge 
awarded $7,000 damages against the hospital board. The patient 
was also awarded $1,275 against the employers for negligence 
in not fencing the press as a safety precaution. 


Oil Granulomas.—Six patients in whom granulomas caused by 
oil simulated cancer are described by W. Symmers (Brit. M. J. 
2:1536, 1955). In each patient the lesion resulted from the 


introduction of some oily substance or wax into the tissues 
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during treatment of an earlier disease. In three the possible 
diagnostic significance of the history of this treatment was not 
appreciated until, after microscopy, the true nature of the granu 
loma was revealed. Four of the patients were subjected to an 
unnecessarily radical operation because of incorrect diagnosis 
of cancer. Two were more fortunate in that the biopsy specimen 
taken at operation showed that the lesion was not neoplast 
The six cases included: an anal granuloma following injections 
of phenol in almond oil; an ischiorectal paraffinoma caused 
by packing an abscess cavity with paraflin gauze; a paraffinoma 
of the breast caused by packing an abscess cavity with bismuth 
iodoform, and liquid paraffin paste; a scrotal paraffinoma 
following injection of a hydrocele sac with 20° niaouli oil 


in liquid paraffin. Failure to recognize the granulomatous 
nature of the lesions was disastrctts in these four cases. The 
first two patients were subjected t# abdominoperineal excision 


of the rectum, the third patient to radical mastectomy, and the 
fourth to bilateral orchiectomy. The other two tumors simu 
lated sarcoma. In one patient an intramuscular granuloma fol 
lowed intragluteal injections of bismuth in a base containing 
camphor, creosote, Japan wax, and palm oil given for syphilis, 
and in the other it followed 15 injections of penicillin in bees- 
wax and peanut oil. 


Classes of Mental Patients.—A new class of mental hospital 
patients in Scotland is proposed in the “Law Relating to Mental 
Illness and Mental Deficiency in Scotland” (Her Majesty's Stat. 
Office, London). It is that of “recommended patient” who 
would form a group between the “voluntary” and “certified 
patient.” The term “voluntary patient” refers to one who enters 
hospital at his own request; a “certified patient” is admitted on 
the recommendation of two physicians and a justice or two 
commissioners in lunacy. The recommended patient procedure 
would enable effective treatment to be given to patients who 
are incapable of making a decision to enter a mental hospital 
voluntarily, without the necessity of certifying them. There 
would be effective safeguards against improper detention. 
Changes in the present law are proposed, including simplifi- 
cation of the procedure for the admission of voluntary patients 
to mental hospitals and for admission of patients whose mental 
conditions might be certifiable to a mental hospital on a volun- 
tary basis. The report recommends that, in the case of certified 
patients, the terms “lunatic,” “insane person,” “idiot,” or “person 
of unsound mind” should be dropped and mental defectives 
should not be described as “idiot,” “imbecile,” “feeble-minded,” 
or “moral imbecile.” Added protection should be given to mental 
defectives with safeguards to protect them against exploitation 
or cruel treatment. 


Medicines for Private Patients.—In the House of Commons Sir 
Ian Fraser asked the Minister of Health on Oct. 31 whether he 
would consider extending to patients of private practitioners the 
privilege of obtaining medicines at the same price as that under 
the National Health Service and if he would give an estimate of 
what the cost of this change would be. Miss Pat Hornsby-Smith 
replied that the Minister did not feel justified in proposing such 
a change. He was unable to give a reliable estimate of what the 
proposed change would cost. Sir lan said that it was a good thing 
for a person to pay his physician if he wanted to, but that he 
should not be deprived of other facilities thereby. Miss Hornsby 
Smith pointed out that this would raise legal difficulties, because 
it would require legislation; financial difficulties, because it would 
cost money; and administrative difficulties, because it would be 
necessary that the private practitioners be under the same rules 
as the health service physicians in regard to prescribing. Dr 
Edith Summerskill commented that to do this would be to give 
the private practitioner power without responsibility. 


Chlorine Poisoning in Public Baths.—An unusual public health 
hazard is reported by the health officer of Liverpool. A party of 
56 high school girls attended the local public baths for their 
regular swimming instruction. Toward the end of the period a 
smell of chlorine was noted, and the girls were called out of the 
water. When they arrived back at their school, 28 complained of 
feeling unwell, of sore throats, and faintness. When a physician 
arrived at the school he detected a smell of chlorine. Of the 
affected girls, 19 complained of a cough, but little abnormal 
could be found on examination. In another eight, who also com- 
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plained of a cough, there was reddening of the fauces and a 
feeling of faintness. One girl was in a state of semicollapse and 
was admitted to the hospital. Within 24 hours all had recovered, 
except that two complained of persistent sore throat. An ex- 
amination at the baths revealed that a defective chlorinator had 
permitted the escape of chlorine into an outlet pipe that was 
cracked. It was presumably through this leak that the chlorine 
had escaped into the swimming pool area. 


Shortage of Hospital Cooks.—The anomalous situation is occur- 
ring of a surplus of hospital doctors at certain levels and a 
shortage of hospital cooks. Some hospitals in the Midlands are 
threatened with paralysis by an acute shortage of cooks, who 
can get higher wages in hotels, canteens, and factories in the 
same area. The wage for a hospital cook is $17.25 weekly. 
This would not be considered an adequate wage in industry. 
One hospital management committee wrote recently to the 
Minister of Health asking him to consider raising the pay of 
cooks or to increase the rate in areas where their recruitment 
was difficult, owing to higher local wage rates. In one hospital 
all the kitchen staff left, leaving some members of the nursing 
staff to put in a 12-hour day cooking for the patients, to the 
detriment of their other work. At another hospital a porter 
helped with the cooking and serving of meals. A hospital official 
in the Midlands said that if the shortage of cooks was not 
remedied the routine of many Birmingham hospitals would 
collapse. 


Increase in Carbon Monoxide Poisoning.—Accidental carbon 
monoxide poisoning in the home is on the increase, particularly 
in older people who live alone. In the past year there were 
over 800 deaths from this cause, 600 of which occurred in 
persons aged 60 or more. In households with one person the 
death rate from this cause was 30 per 100,000, compared with 
3 per 100,000 in all other households. Those in the public health 
service (visiting nurses, sanitary inspectors, and others) can help 
to prevent these deaths by noting the disabilities of the aged 
occupants in the houses they visit and defects in domestic sys- 
tems for lighting, heating, and cooking. They can educate and 
advise in the home and report defective apparatus and fittings 
to the appropriate authority. The gas supply in the homes of 
many aged people living alone is defective. Untreated and un- 
corrected disabilities in the aged are sometimes responsible. 
Defective eyesight and smell are common and may result in 
gas taps being left on and the gas inhaled without attracting 
attention. 


Suicide Not a Serious Crime.—A 36-year-old laborer, arrested 
for stealing a spare wheel and tire, attempted to commit suicide 
in his cell by breaking a window and cutting his neck with the 
broken glass. He was convicted of stealing and attempted suicide 
and sentenced to two years for stealing and two years for 
attempted suicide, the sentences to run consecutively. The judge 
said that suicide was one of the most serious offenses known. 
The laborer appealed against the sentence for attempted suicide, 
and the appeal-court judge held that it was unduly excessive. 
There seemed to be doubt as to whether the attempt was a piece 
of exhibitionism or intentional. He did not consider attempted 
suicide a serious offense, and prosecutions were rare. Short 
sentences were sometimes imposed to protect would-be suicides 
against themselves. The sentence could not possibly be upheld, 
and it was to be commuted to one month to run concurrently 
with the other sentence. 


More Dust and Less Smoke.—Since 1939 the air over Great 
Britain has been increasingly polluted by grit and dust, but the 
pollution by smoke and oxides of sulfur has slightly decreased, 
according to a publication by the Department of Scientific and 
Industrial Research (Investigation of Atmospheric Pollution, 
London, Her Majesty’s Stat. Office, 1955). Dust increased by 
30% at 58 sites and decreased by 18% at 29 sites in the last 
10 years. The average increase over the area examined was 
11% during this period. The average smoke concentration at 
11 urban sites was 27 mg. per 100 cu. m. in 1945-1949 and 
23 mg. in 1950-1954. The amount of sulfur dioxide in the air 
is usually proportional to the amount of smoke, except at 
ground level, where it is absorbed by buildings and vegetation 
or washed out by rain. During 1944-1949 the sulfur dioxide 
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concentration in London air increased and decreased in the 
northwestern region. In the period 1950-1952 it decreased over 
the whole area. 


Diphtheria Prophylaxis—The Ministry of Health has sent cir- 
culars to all local authorities on the prosecution of the diphtheria 
immunization campaign. Since 1940, 11,500,000 children have 
been immunized against diphtheria in England and Wales, and 
the incidence has fallen from a yearly average of 58,000 cases 
with 2,800 deaths to 167 cases with 9 deaths in 1954. Although 
these figures are gratifying, they should not be taken to imply 
that diphtheria has been permanently brought under control. 
A generation of parents is growing up that does not know or 
fear diphtheria. To them, poliomyelitis, whooping cough, and 
measles have become more important. Diphtheria could return 
in its killing epidemic form. This can be prevented by a high 
immunization rate in children. In Britain only 36% were im- 
munized in 1954. This figure should be stepped up, and those 
in the health service should impress on all parents of young 
children the necessity of making use of the free immunization 
service offered to them. 


Increase in Size of Children.—The Report on the Heights and 
Weights of School Pupils in the County of London in 1954 
(London County Council, 1955), based on a sample of 20,000 
children aged 5 to 16, reveals that, between the ages of 5 and 7, 
children are 1.5 cm. (0.59 in.) taller and 1 Ib. (0.5 kg.) heavier 
than those of a decade ago. During adolescence the weight 
is 3 lb. (1.3 kg.) and the height 2 cm. (0.78 in.) greater than 
the corresponding figures for children a decade ago. The average 
age of the menarche in the girls investigated is 12.9 years, which 
agrees fairly closely with the figure of 13.4 years obtained from 
a recent Edinburgh survey by Provis and Ellis (Arch. Dis. 
Childhood 30:328, 1955). The Edinburgh children are, however, 
lighter and shorter than those in London at all ages from 5 to 
14 years; the difference is 1 in. (2.54 cm.) in height and 1 Ib. 
in weight. 


Juvenile Obesity —According to the school medical officer of 
Reading in his annual report for 1954, juvenile obesity is the 
major nutritional problem facing the school medical officer. The 
fat boy is an amiable creature, who, conscious of his unhappy 
bulk and fallen arches, sets against the sniggers of his com- 
panions the barrier of a natural or acquired placidity. Since the 
underlying cause may vary from simple gluttony to severe gland- 
ular dysfunction, and since the dieting of a child not blessed 
with intelligent and cooperative parents is almost impossible, the 
fat boy often leaves school with his defect uncured and with no 
concept of the improvements in his well-being that a significant 
weight reduction would confer. Furthermore, it is sometimes 
not appreciated that, in the child as well as in the adult, the urge 
to overeat may be a symptom of an underlying anxiety. 


New Hospitals.—The announcement that the first complete new 
hospital to be built since the end of World War II has been com- 
pleted in Scotland marks the end of a 16-year period in which 
there has been virtually no new hospital building in this coun- 
try. The annual expenditure on hospital construction still amounts 
to less than 67% of the prewar rate, and the entire program 
represents just over 1% of the current replacement value of 
buildings and equipment. The new program will mean an addi- 
tion of about 6,000 beds to the existing total of around 510,000. 
Practically a third of existing hospitals are over 100 years old. 


Abortion Law.—At their meeting in London the Magistrates’ 
Association stood 189 to 148 in favor of the following changes 
in the law relating to abortion: that no registered physician 
acting in good faith shall be found guilty of an offense when 
terminating pregnancy to preserve the life of the mother and 
that therapeutic abortion may be permitted if there is a grave 
risk of the child being born with gross mental or physical defects. 


Tooth Pastes Do Not Stop Decay.—The British Dental Associa- 
tion deplores current advertising claims implying that, by using 
a particular tooth paste, permanent immunity from caries and 
other dental diseases may be secured. Although the association 
recognizes that a dentifrice is of value in cleaning teeth and 
gums, it does not accept any claim advanced thus far that a 
dentifrice can actively prevent dental disease. 
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CORRESPONDENCE 


ANESTHETIC EXPLOSION HAZARDS 


To the Editor:—I feel that some comment should be made about 
the letter by Frank Cole, M.D., in the Jan. 14, 1955, issue, page 
135, of THE JOURNAL, because the hazard of explosion, which 
he points out, seems to me to be minimal and the real hazard, 
which was involved in this incident, was an imminent hazard 
to the life of his patient from electric shock. If he was passing 
sufficient current to ground to burn the rubber on a breathing 
tube, it seems certain that he must have been using electrical 
equipment at the ordinary house current potential and with seri- 
ously defective insulation. The recommendations of the National 
Fire Protection Association pamphlet no. 56 provide protection 
against this type of hazard in three ways. 1. No solid metallic 
connection to ground is recommended or contemplated, so that 
the patient and the operating personnel are protected from 
shocks of substantial current by the resistance of the conductive 
flooring. 2. The ungrounded electric system provides no path 
to ground for shocks, even if a solid ground is obtained. 3. The 
ground indicator provides an infallible test for defective 
insulation. 

F. A. VAN ATTA, PH.D. 

Director, Industrial Hygiene 

National Safety Council 

425 N. Michigan Ave. 

Chicago 11, 


SALICYLAMIDE VERSUS ASPIRIN 


To the Editor:—Some physicians in the United Kingdom, who 
have had considerable opportunity to assess the value of 
salicylamide as an analgesic and antirheumatic agent in actual 
practice conditions, have read with great interest the article by 
Batterman and Grossman (J. A. M. A. 159:1619 (Dec. 24] 1955), 
and I should like to comment and raise a question or two that 
appears important to us on this subject. The evaluation of the 
double blindfold technique is surely a subject for discussion on 
its own merits, and one would not presume to criticize the team 
of the department of medicine of New York Medical College, 
and only two points in connection with that part of the thesis 
are controversial. 1. If it is accepted that much rheumatism is 
of psychogenic origin, a satisfactory evaluation of benefit by 
any technique is liable to error because of the notorious diffi- 
culty in obtaining a true picture from the patients themselves. 
This, apparently, has not been considered by the authors but 
would account for the high therapeutic value placed on placebos. 
2. The authors do not appear to have made any allowance for 
self-administration of drugs, with possible side-effects, prior to 
the seeking of medical aid; when it was suggested to the patient 
that “a more potent drug” was being used, a latent psychic 
fear could well have produced an unfavorable somatic response. 
The main point, however, that puzzles us is why, in a comparison 
between salicylamide and aspirin, was the same dose given, 
when all precedent findings have shown that larger doses of 
salicylamide are required to produce analgesia but that the 
amide is much better tolerated and far less irritating to the 
gastric mucosa than aspirin. Although the authors quote E. R. 
Hart, reference to that particular article shows that “salicylamide 
is considerably less toxic than acetylsalicylic acid when repeated 
doses are given at daily intervals.” This would indicate that 
Batterman and Grossman agree and disagree with Hart at one 
and the same time. Bavin and co-workers (J. Pharm. & 
Pharmacol. 4:856 |Nov.| 1952) reported that a threefold increase 
in the analgesic activity of salicylamide over that of acetyl- 
salicylic acid was established, again at complete variance with 
the present report of Batterman and Grossman. It seems ex- 
traordinary that Batterman and Grossman should have noted 
“that larger doses of salicylamide are required,” yet they con- 
fined their study to a comparison of equal doses of aspirin, 
salicylamide, and other drugs. Surely, we are only concerned 


in practical medicine with the end-results of experiment; that is, 
how the established therapeutic dose reacts in vivo, and if it 
is established that salicylamide, when given in a larger dose 
than aspirin, produces as good as or better analgesia with less 
toxic reactions, that is sufficient brief for the practitioner to use 
it in place of the more toxic drug. We are particularly interested 
in the use of N-acetyl-p-aminophenol as a comparator, since the 
use of this compound is practically unknown in the United 
Kingdom. Information as to its value and the extent of its usage 
in the United States would be welcome. With reference to the 
use of salicylates in rheumatism, one can reduce the larger dose 
of salicylamide, without a corresponding reduction in thera- 
peutic value, by an addition of a small dose of mephenesin, the 
synergism between the two drugs potentiating the salicylamide 
I have used this combination, particularly clinically, and the 
subjective response has been gratifying, particularly in cases 
where previous salicylate therapy has been unsuccessfully tried 
There appear to be so many references to the value of salicyl- 
amide in rheumatic conditions that one hesitates to accept the 
sweeping statement by Batterman and Grossman that “salicyl- 
amide is not an effective analgesic or antirheumatic medicament 
in man.” It is hoped that further work will be undertaken, par- 
ticularly on the evaluation of salicylamide apart from this double 
blindfold technique, for it would appear that the authors have 
undertaken two entirely separate problems and have joined them 
into one, with little elucidation of either. 


S. D. SaLamMon, M.D. 
18A Ellerdale Rd. 
Hampstead, N, W. 3, England 


DILATATION OF ESOPHAGUS 


To the Editor:—1 would like to comment on an editorial entitled 
“Dilatation of Esophagus (Megaesophagus)” in the Dec. 31, 
1955, issue of THE JOURNAL, page 1742, in which a paper written 
by Effler and Rogers is cited. Instead of simplifying the subject, 
these authors have confused the issue further in attempting to 
define two separate entities; namely, “functional cardiospasm,” 
or achalasia without dilation of the esophagus, and mega- 
esophagus with obvious dilation of the organ. These conditions 
are one and the same, and, as long as the etiology is unknown, 
the term cardiospasm should suffice. Symptomatic intermittent 
obstruction of food at the cardia, with transient or poorly de- 
fined obstruction of a swallowed suspension of barium, should 
not be dignified by the term cardiospasm. As a matter of fact, 
in patients having this symptom, careful roentgenoscopic exami- 
nation in the Trendelenburg position will frequently reveal a 
hiatal diaphragmatic hernia of the sliding type. The diagnosis 
of cardiospasm should be reserved for patients who suffer from 
continuous dysphagia of varying degree, epigastric pain, retention 
and regurgitation of food, and pulmonary symptoms that result 
from pressure of a dilated esophagus filled with food or from 
regurgitation and aspiration of secretion and food from the 
esophagus into the tracheobronchial tree. These symptoms are 
associated with obstruction of the barium meal at the cardia, 
and there is always some dilation of the esophagus above the 
point of narrowing. The degree of dilation varies with the in- 
dividual case, and to attempt to separate those patients with 
moderate dilation from the ones in whom the esophagus is widely 
dilated and angulated is artificial and illogical. 

Almost all patients with cardiospasm can be relieved of 
symptoms by stretching the cardia. Some obtain complete and 
permanent relief by the passage of a no. 60 F. sound over a 
guiding thread into the stomach, while others require treatment 
with an expanding instrument such as the Russell hydrostatic 
dilator. Failure to relieve cardiospasm by dilation results from 
inability to introduce the dilator into the area of narrowing or 
to maintain the instrument in the cardia while it is distended, 
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Unless a swallowed thread is used as a guide, the cardia cannot 
be entered with the dilator and symptoms will not be relieved. 
This may be the reason the authors have failed to obtain favor- 
able results in their cases of so-called megaesophagus. The in- 
troduction of a dilator into the esophagus is not synonymous 
with dilating the cardia. Complete symptomatic obstruction of 
the esophagus in cardiospasm is fortunately not frequent but 
occurs more often in patients having moderate dilation of the 
esophagus than in those in whom there is marked enlargement 
and angulation of the organ. 

Operations on the esophagus are not only accompanied by 
greater risk, discomfort, and disability than are associated with 
dilation but frequently fail to relieve symptoms. I have observed 
three patients in 35 years in whom there was such severe di- 
lation and angulation of the esophagus that a hydrostatic dilator 
could not be passed into the cardia, even with a guiding thread. 
Relief was obtained in two of these by opening the stomach 
and dilating the cardia manually. The third is now under ob- 
servation. If the passage of a large sound through the esophagus 
does not relieve symptoms, hydrostatic dilation can be done 
with relief and with little or no risk. Since 1923 I have not 
seen a fatality from dilating cardiospasm. Approximately 1,200 
to 1,500 patients have been treated during this time. 


PorTER P. Vinson, M.D. 
Medical College of Virginia Hospital 
Richmond, Va. 





MEDICAL FILM REVIEWS 








Psychological Aspects of Cancer: Kinescope No. 29. 16 mm., color, 
sound, showing time 37 minutes. Prepared by Arthur M. Sutherland, 
M.D., Morton Bard, Ph.D., and Ruth B. Dyk, Memorial Center for 
Cancer and Allied Diseases, New York. Procurable on loan from Amer- 
ican Cancer Society, 521 W. 57th St., New York, or local divisions 
of the American Cancer Society. 


This film deals with the psychological impact of cancer. It 
presents the point of view that the reactions of patients to cancer 
are intimately geared to phases of treatment and represent an 
interaction between the patient's anticipations and the events that 
are taking place. The reactions frequently observed—paranoid, 
depressive, hypochondriacal or compulsive—are discussed and 
suggestions for management presented. The roles of the physician 
and surgeon are discussed, with special reference to paranoid re- 
actions directed against them. The impact of the illness on 
the family and the family’s role in the treatment and rehabili‘a- 
tion of the patient are stressed. The situations are described 
clearly; however, the management of these conditions is not 
developed very distinctly. This film will be of interest to general 
practitioners, but a psychiatrist should be present to answer 
questions about alleviating the situations that arise. As a Kine- 
scope of a closed-circuit color television program, there is some 
loss of color quality. 


The following two films, which were prepared by E. A. Rovenstine, 
M.D., Bellevue Hospital, New York, were produced by Audio Productions 
in 1954 for and are procurable on loan from Sharp and Dohme, Division 
of Merck and Company, Inc., West Point, Pa. 


Local Anesthesia with Cyclaine (Hydrochloride-Hexylcaine-Hydrochlo- 
ride) in Hospital Practice: 16 mm., color, sound, showing time 28 minutes, 


This film reports on the use of Cyclaine in a hospital practice. 
After some general remarks about the drug itself, some demon- 
strations of its use as a local anesthetic are given. The first case 
illustrates the topical use of Cyclaine in preparation for endo- 
tracheal intubation in a patient previously anesthetized wi-.h 
Pentothal-nitrous oxide. The next patient was scheduled for 
bronchoscopy, and the film shows that Cyclaine can be used for 
the same anesthetic purpose in the conscious individual. The pro- 
cedure of instrumentation of the urethra is shown as a demon- 
stration of another use of Cyclaine as a topical anesthetic. Para- 
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vertebral sympathetic, brachial plexus, sciatic, and suprascapular 
nerve blocks are shown, as well as the technique for caudal 
anesthesia. 


Local Anesthesia with Cyclaine (Hydrochloride-Hexylcaine-Hydrochlo- 
ride) in Office and Clinic Practice: 16 mm., color, sound, showing time 
24 minutes. 


This film illustrates the use of Cyclaine in office and clinic 
practice. The procedures of nasal instrumentation, indirect 
laryngoscopy, urethral instrumentation, and somatic nerve block 
are shown. A demonstration of the use of Cyclaine for infiltra- 
tion anesthesia in the case of painful scars and sprained ankles 
is also shown. From the standpoint of teaching, these films are 
incomplete, since a technique of injection is the only thing shown 
and there is nothing about observation of the general condition 
of the patient. There should be more material about the pos- 
sible complications; for example, watching for reactions and 
treating them should be demonstrated. The color photography 
and the narration are well done. These films will be of interest 
to experienced anesthesiologists; however, they are not recom- 
mended for residents and medical students. 


Health and Safety for You Series: 16 mm., black and white, sound. 
Educational consultants: Harold S. Diehl, M.D., and Anita Laton, Ph.D. 
Produced in 1955 by Audio Productions, New York, for and procurable 
on purchase from McGraw-Hill Book Company, 330 W. 42nd St., New 
York 36, 


Community Health and You: Showing time 10 minutes. 


This film shows how the good health of the average American 
community is maintained by the local health department, which 
protects water and food supplies and insures proper disposal of 
garbage, sewage, and industrial wastes. Methods of purifying 
water and the function of laboratory tests and vaccines in pre- 
venting the spread of communicable diseases are discussed. The 
work of voluntary health agencies is also mentioned. This film 
highlights the major community health activities and would be 
useful as a supplement to a fuller study of these activities. 


Parents Are People Too: Showing time 15 minutes. $90. 


This film shows that a good understanding with parents is 
essential to the emotional health of teenagers. By encouraging 
a “gripe” session, an instructor helps students to see that privi- 
leges can be earned through proof of capability. In addition to 
using this film to help children to understand parent-child rela- 
tionships, it will also be suitable to show to the parents so that 
they too might understand some of the problems being faced by 
the children. It shows what might be done through proper ap- 
proaches to build understanding in adolescents of parent-youth 
relationships, and it will also be of interest to junior and senior 
high school students and at joint sessions of parents and youths 
as an introduction to discussion. 


Sniffies and Sneezes: Showing time 10 minutes. $60. 


The typical symptoms and proper treatment of colds are dis- 
cussed. The film also emphasizes the common ways by which 
colds are spread and points out that proper care will prevent the 
spread of cold infections. It is based on generally accepted ideas 
that are held today on the common cold; however, no mention 
is made of nasal allergy, the symptoms of which often simulate 
symptoms of the common cold. The film is recommended for 
showing to high school students. 


Your Body During Adolescence: Showing time 10 minutes. $60. 


This film touches on the general functions of endocrine glands 
and explains how the pituitary gland influences individual growth 
during puberty, emphasizing that growth changes may normally 
occur in any order. The structure and functioning of the male 
and female reproductive organs are outlined, and menstruation 
and pregnancy are discussed. The stress given to individual dif- 
ferences in this film is especially noteworthy. It is an excellent 
film for showing to youths of junior and senior high school age. 


Note: The fifth film in this series, “The Heart: How It Works,” 
was reviewed in THE JOURNAL, Oct. 22, 1955, page 810. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Methium Chloride with Reserpine, a New Antihypertensive 
Combination. C. J. Crawley, G. M. Silvis, W. M. Stumpe and 
W. Spence. New York J. Med. 55:3461-3463 (Dec. 1) 1955 
[New York]. 


It is now realized that not one but several etiological factors 
are involved in hypertension, and, because of this etiological 
multiplicity, combination therapy appears to be the most promis- 
ing approach. Earlier studies by Crawley and his associates had 
demonstrated that the administration of methium chloride com- 
bined with the whole powdered root of Rauwolfia not only 
lowered the blood pressure of patients with hypertension but 
also relieved their subjective symptoms with smaller doses than 
were required when either drug was used alone. The introduc- 
tion of the pure alkaloid, reserpine, led to an extension of the 
series in which reserpine was substituted for the whole root. 
For this study, 250 mg. of methium chloride was combined with 
0.125 mg. of reserpine. Thirty-three patients were observed for 
a period averaging 14 months. All patients were ambulatory. 
Twenty-nine of the patients were women and four were men. 
All patients continued to carry on their usual activity. Three 
of the patients discontinued the medication from 9 to 14 months 
after treatment. Of the remaining 30 patients, 7 were originally 
given the combination containing 125 mg. of methium with 25 
mg. of the whole powdered root of Rauwolfia. They were then 
shifted to the combination of methium with reserpine. The aver- 
age daily dosage, which maintained a significant blood pres- 
sure reduction, was four tablets. Twenty-three of the patients 
responded with a significant fall in the blood pressure, whereas 
in the other seven the response was inadequate. There were no 
side-effects in 21 of the 30 patients. In those in whom side- 
effects did occur, they were benign, isolated, and temporary 
episodes. Symptomatic improvement was experienced by nearly 
all patients. Blood pressure readings in the standing position 
were utilized in adjusting the dosage to avoid or minimize 
hypotension. 


New Method of Treatment of the Chronically Impaired Heart 
with Reserpine. H. Schumann and H. G. Rehberg. Medizinische, 
No. 49, pp. 1704-1707 (Dec. 3) 1955 (In German) [Stuttgart, 
Germany]. 


In a therapeutic attempt to produce bradycardia, reserpine 
(Serpasil) was given to 73 patients with cardiac defects whose 
blood pressure was normal, low, or only slightly increased. Of 
the 73 patients, 28 had mitral valvular defects, 11 had a recent 
cardiac infarct, 21 had severe degenerative lesions of the myo- 
cardium associated with coronary sclerosis and attacks of angina 
pectoris, and 13 had cor pulmonale associated with chronic 
emphysema, severe pneumonoconiosis, and asthmatic condi- 
tions. The initial dose of reserpine was 5 tablets, each contain- 
ing 0.25 mg., per day; when bradycardia was achieved, it could 
Se maintained with 0.5 mg. of reserpine daily in most patients. 
Sixty-nine patients were admitted to the hospital for treatment, 
and four patients were ambulant. Most patients continued re- 
serpine therapy after their discharge from the hospital. Of the 
73 patients, 20 were given additional treatment; 3 of these re- 
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ceived strophanthin or digitoxin in small doses, 10 with severe 
edema were given mercurial diuretics or cation exchange resins, 
and 7 with chronic rheumatic endocarditis received Irgapyrin 
(a proprietary mixture of equal parts of phenylbutazone and 
aminopyrine), phenylbutazone (Butazolidin), or corticotropin 
(ACTH). All patients were placed on a salt-free diet. Pleasant 
relaxation and subsidence of severe palpitation and dyspnea 
occurred within 24 or 48 hours of reserpine therapy, and occa 
sionally the anginal pain diminished. Slowing of the pulse was 
observed in all patients; with the patient at rest the pulse rate 
was reduced on the average from 85 to 68 beats per minute. 
Side-effects were relatively mild, consisting of fatigue, heavi 
ness in the legs, and sighing respiration. Improvement of work 
capacity and of the general condition was particularly pro- 
nounced in patients with mitral valvular defects and in those with 
cardiac decompensation and cor pulmonale, in whom consid 
erable reduction of the pulse rate was obtained. Most of the 
patients with cardiac infarction could resume their work when 
maintenance treatment with reserpine was continued, and they 
remained in good condition during a follow-up period of from 
2 to 15 months. Reserpine therapy apparently is superior to 
digitalis therapy in patients with mitral stenosis provided that 
the slowing of the pulse produced with reserpine is pronounced 
The duration of the diastole increases with the reserpine-induced 
bradycardia. The time during which the blood is able to flow 
through the narrow mitral orifice becomes one-fifth longer with 
the slowing of the pulse. In the course of the prolonged diastole 
the same minute volume may now flow through the narrow 
orifice under lower pressure. The congestion in front of the ob- 
struction must necessarily subside with the reduced pressure. 


Reserpine for the Cardiac Patient. H. Halprin. J. M. Soc. New 
Jersey 52:616-618 (Dec.) 1955 [Trenton, N. J.]. 


Reserpine is one of the Rauwolfia alkaloids. Rauwolfia prepa- 
rations have not only hypotensive but also bradycardiac effecis 
They have a calming effect, decreasing the activity of patients 
and lessening their aggressiveness and anxiety. The author ex- 
ploited these side-effects of the drug in cardiac patients in whom 
tachycardia was the major physical sign. This report is based 
on observations on 30 ambulatory patients treated at the author's 
office. The group included 10 patients with the postmyocardial 
infarction syndrome, 8 with neurocirculatory asthenia, 4 with 
thyroid toxicosis, and 8 patients with disturbing premature 
auricular or ventricular contractions. All of these patients were 
improved symptomatically, and the tachycardia was relieved. 


Treatment of Thyrotoxicosis with Reserpine. C. Moncke. Medi- 
zinische, No. 50, pp. 1742-1744 (Dec. 10) 1955 (In German) 
[Stuttgart, Germany]. 


A 22-year-old woman with thyrotoxicosis, who had been 
treated with methylthiouracil for one year and who had a re 
currence seven months after administration of the drug had 
been discontinued, was the first patient who was given com- 
bined treatment with methylthiouracil and reserpine (Serpasil). 
After 10 weeks of combined therapy, the basal metabolic rate 
was 0%. Administration of methylthiouracil was then discon- 
tinued, and 0.25 mg. of reserpine alone was given twice daily. 
The circumference of the neck was reduced from 43 cm. 
to 41 cm.; this had never been observed in the course of 
treatment with methylthiouracil alone. Six months after the 
institution of the combined therapy, maintenance treatment 
with reserpine alone in doses of 0.25 mg. twice daily was 
being continued; the general condition of the patient was 
satisfactory, with a pulse rate of 80 beats per minute, a con- 
stant body weight of 63 kg. (139 Ib.) as compared to 62.3 kg. 
(137% lb.) before the institution of the treatment, a basal me- 
tabolic rate of +27%, and a neck circumference of 40 cm. 
Sixteen patients with thyrotoxicosis were treated with reserpine 
alone. In the course of the first week of the tfeatment 0.25 
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mg. of reserpine was given four to five times daily, with sub- 
jective improvement frequently occurring in the first week. 
Later, 0.25 mg. of the drug was given two to three times daily. 
The basal metabolic rate decreased very slowly in the course 
of several months, and this corresponded with a slow increase 
in body weight. The basal metabolic rate was lowered to nor- 
mal or high-normal values. The pulse rate decreased rapidly, 
within a few days in most patients. Even in the five patients in 
whom the basal metabolic rate did not decrease, slowing of the 
pulse occurred. In 13 patients, a constant pulse rate of 60 to 
80 beats per minute was obtained. In the remaining patients 
moderate tachycardia with 80 to 100 beats per minute recurred. 
The only undesirable side-effect consisted of rapid fatigability 
when the daily dose of the drug exceeded 0.75 mg. It seems 
that female patients in menopause, for whom combined treat- 
ment with reserpine and antithyroid drugs is particularly rec- 
ommended, may show a better response than younger patients. 
Reserpine is a valuable supplement to antithyroid drugs, since 
their stronger effect on the metabolism, combined with the pre- 
dominantly central effect of the Rauwolfia alkaloid, permits the 
use of smaller doses of both types of drugs. Further studies will 
show whether reserpine alone will produce permanent results 
in cases of mild thyrotoxicosis only or also in hypophysial 
thyrotoxicosis. 


Peptic Esophagitis, Peptic Ulcer of the Esophagus and Mar- 
ginal Esophagogastric Ulceration. B. S. Wolf, R. H. Marshak, 
M. L. Som and A. Winkelstein. Gastroenterology 29:744-766 
(Nov.) 1955 [Baltimore]. 


In recent years a surprisingly high incidence of esophagitis 
and esophageal ulceration has been found as a result of greater 
attention to this problem. The authors point out that Allison 
and his co-workers and Barrett have agreed that there are 
two main categories of peptic esophageal inflammation and 
ulceration: (1) “peptic” or “reflux” esophagitis—terms used 
synonymously and indicating inflammation and/or ulceration 
eccurring in a normally lined esophagus, and (2) “peptic ulcer 
of the esophagus,” indicating ulceration occurring in “gastric- 
lined esophagus” (mucosa of a gastric type found in the esopha- 
gus). In peptic esophagitis there exists a diffuse inflammatory 
process involving the lower esophagus with or without ulcera- 
tion. The severe type, with obvious roentgen findings, is the 
result of intubation or vomiting or is associated with a duodenal 
ulcer as well as a hiatal hernia. The mild type, with little or 
no or only functional roentgen findings, is the result of regurgi- 
tation associated with a sliding hiatal hernia. Peptic ulcer of the 
esophagus, a “Barrett” ulcer, is based on a developmental 
anomaly—the lower esophagus is lined by atypical cardiac type 
of columnar epithelium. This epithelial lining may show poorly 
developed rugae or be completely flat and indistinguishable 
grossly from squamous epithelium. A peptic ulcer in a gastric- 
lined segment of esophagus, i. e., within heterotopic gastric 
mucosa, resembles a gastric ulcer and is usually associated with 
an acquired sliding hernia of the (true) stomach as well as re- 
gurgitation. On roentgen examination, a discrete crater or niche 
may be demonstrated within a tubular structure, i. e., the esopha- 
gus, with absent or atypical rugae distal to the crater. The authors 
believe that a third type of esophagitis exists that cannot con- 
veniently be fitted into either of the two categories noted above. 
In this type, which they designate as “marginal esophagogastric 
ulceration,” discrete ulceration is present in the terminal seg- 
ment of the esophagus, immediately proximal to normal gastric 
rugae. While the ulceration in this group is “marginal” in loca- 
tion, that is, gastric rugae are present at their distal border, 
the margin in question may be between squamous or hetero- 
topic or mixed epithelium on one side and typical gastric epi- 
thelium on the other. If all of these cases should eventually 
be discovered to be associated with heterotopic gastric epi- 
thelium, the term “marginal peptic ulcer of the esophagus” 
would be applicable. For the time being, the noncommittal term 
of marginal esophagogastric ulceration appears preferable. 
Another characteristic feature of marginal ulceration is the pres- 
ence of a hiatal hernia, which rarely has the appearance of a 
typical sliding hernia. It has been assumed that the herniation 
of this type is the result of failure of development of normal 
fixation of thé lower end of the esophagus to the diaphragm. 
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It may also represent the persistence of a traction type of hernia 
produced in the neonatal period by persistent vomiting. This 
might explain why marginal esophagogastric ulceration is seen 
in children and young persons and why this type of herniation 
appears to differ from the usual pulsion or sliding variety. In 
older patients a typical sliding herria may be present. The 
authors suggest that the terminal portion of the esophagus 
should be recognized as a distinct entity having special func- 
tional characteristics. On this basis, marginal ulceration may be 
considered a disease of this terminal segment. 


- The Cytologic Diagnosis of Gastric Cancer by Chymotrypsin 


Lavage: I. The Accuracy of the Method. M. I. Klayman, 
B. W. Massey, S. Pleticka and others. Gastroenterology 29:849- 
853 (Nov.) 1955 |Baltimore}. 


Chymotrypsin lavage after abrasion by the gastric balloon 
yielded better cellular material than that obtained by simple 
lavage, papain lavage, or the abrasive balloon. Studies were 
undertaken to evaluate chymotrypsin lavage as the sole method 
of collecting exfoliated cells. Patients are prepared by an over- 
night fast and urged to drink water prior to the test. The 
stomach is first cleansed by irrigation with Ringer’s solution 
through a Levin tube. The gastric aspirate is centrifuged, and 
one pair of slides is made from the sediment; 500 cc. of acetate 
buffer (pH 5.6) with 7.0 mg. of salt-free chymotrypsin is then 
instilled. The patient lies down and rotates through four posi- 
tions, lying on the right side, supine, on the left side, and prone 
for two minutes each to ensure bathing the entire gastric mucosa. 
The aspirate is collected in 50 cc. plastic tubes packed in ice and 
centrifuged immediately for three minutes at 5,000 rpm. Two 
pairs of slides are made from the sediment and fixed immediately 
in ether alcohol. After staining, the specimens are classified as 
positive or negative for malignancy. If suspicicus cells are re- 
covered, the test is repeated in order to obtain a definitive 
cytological diagnosis. A total of 313 patients showing symptoms 
were examined for gastric malignancy by the chymotrypsin 
lavage cytological method. Of 75 proved neoplasms, 60 were 
identified correctly. Of lavage specimens of 78 patients proved 
free of malignancy, 76 were diagnosed as negative, one as in- 
conclusive, and one incorrectly as positive. Of 160 patients 
observed clinically only, gastric cytology was negative in 157 
and positive in 3. Adenocarcinoma cells were present in two, 
one of whom had a pyloric lesion considered on the basis of 
x-ray studies to be a neoplasm. Because of severe cardio- 
vascular disease in this latter patient, who was an octogenarian, 
surgery was not done. One year later he had no gastrointestinal 
complaints. The second patient had had a wedge resection, eight 
years prior to examination, for an unsuspected gastric polyp 
found during cholecystectomy. On microscopic examination, 
carcinoma was found to be present in the polyp but not in the 
stalk. The positive cytological report was not supported by the 
subsequent roentgenologic or gastroscopic examinations or by 
the patient’s clinical course in the ensuing 15 months. The third 
false-positive cytological report showed a malignant lymphoma 
in a patient who had recurrent hematemesis and a severe upper 
respiratory infection. Lymphoma was suspected because of 
prominent gastric rugae demonstrated by x-ray and gastroscopy. 
Five weeks later, after subsidence of all symptoms, the roent- 
genologic and cytological examinations were negative; the 
patient was still well 14 months later. Although definitive proof 
is lacking, these three cases must be considered false-positive. 
The authors also used chymotrypsin lavage in 12 patients who 
had undergone partial gastrectomy. In six of the seven in whom 
gastric confirmation was available, malignant involvement of 
the stump existed, but the smears were positive in only three. 
The seventh patient, in whom cytological examination had been 
negative, had no gastric involvement. 


A Simplified Technique Using Chymotrypsin Lavage for the 
Cytological Diagnosis of Gastric Cancer. C. E. Rubin and E. P. 
Benditt. Cancer 8:1137-1141 (Nov.-Dec.) 1955 [Philadelphia]. 


The authors describe the development of the technique of 
chymotrypsin lavage, pointing out that the main problem in gas- 
tric exfoliative cytological examination is the avoidance of cel- 
lular digestion, The perfect method would regularly yield plenti- 
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(ul, well-preserved, evenly distributed characteristic cells free 
from confusing detritus. Comparative pilot studies prompted 
the adoption of chymotrypsin lavage as the sole collection pro- 
cedure. The method consists of a 10-minute gastric lavage via 
a Levin tube with 7 mg. of crystallized alpha-chymotrypsin 
dissolved in 500 cc. of 0.1 M acetate buffer. The method was 
used in 64 patients in whom gastric cancer was suspected, and 
it detected cancer in 19 of the 20 patients in whom cancer was 
proved, The authors conclude that this simple enzymatic tech- 
nique yields numerous excellently preserved pathognomonic 
cells. The procedure is neither difficult nor time-consuming and 
causes only slight discomfort. 


Prolonged Chemotherapy in Pulmonary Tuberculosis. C. Hoyle, 
H. Nicholson and J. Dawson. Lancet 2:1310-1314 (Dec. 24) 
1955 [London, England}. 


In Britain the treatment of pulmonary tuberculosis with anti- 
bacterial drugs is based upon the trials of the Medical Research 
Council, which, however, did not investigate the most effective 
duration of treatment. Hoyle and associates describe the results 
they obtained in 142 patients treated by chemotherapy for nine 
months or longer. The patients were all treated with a com- 
bination of two of the following three drugs: streptomycin 
sulfate, aminosalicylic acid, and isoniazid; two patients also 
received viomycin late in their treatment when organisms re- 
sistant to the other drugs were found in their sputum; and a 
few other patients were given dihydrostreptomycin for a time 
soon after it came into use. The usual treatment for the first 
6 to 12 weeks was the intramuscular injection of 1 gm. of 
streptomycin sulfate daily, with either 16 to 20 gm. of amino- 
salicylic acid daily in four doses or 100 mg. of isoniazid given 
orally every 12 hours. Four of the 142 patients died, 2 of them 
from their tuberculosis. Of the remaining 138, none relapsed 
while under treatment. All became well and resumed work, 
usually soon after leaving the sanatorium and before completing 
their chemotherapy. Three of the patients still have Mycobac- 
terium tuberculosis in their sputum; these patients had large 
cavities before treatment and are unsuited for surgical treatment. 
They are still under treatment by chemotherapy and so far have 
not relapsed. One hundred thirty-four of the patients are well, 
their cavities are closed, and Myco. tuberculosis cannot be re- 
covered from them; 126 of these are leading normal lives, but 
10 are restricted by breathlessness. These results were achieved 
solely by chemotherapy and rest in 101 patients; 41 other 
patients required surgery or collapse measures as well. Ninety- 
two patients had cavities; in 64 the cavities were closed without 
the aid of surgery or collapse treatment. Sixty-three patients 
have been followed for a year after the end of chemotherapy; 
only two relapsed. Radiographic clearing was still taking place 
between the sixth and ninth month of treatment in 51%, and 
up to a year after beginning treatment in 14% of the patients. 
Cavities not closed within six months are less likely to close 
subsequently on chemotherapy alone and are often associated 
with resistant Myco. tuberculosis in the sputum. They require 
either surgical resection or collapse treatment in addition to 
further chemotherapy. Prolonged chemotherapy is often an 
effective treatment for advanced chronic tuberculosis, or it may 
make possible otherwise impracticable surgical treatment. 


Postural Recumbency in Pulmonary Tuberculosis. C. S. Breath- 
nach and K. J. Quinn. Tubercle 36:362-372 (Dec.) 1955 
|London, England]. 


The treatment of pulmonary tuberculosis by means of rest 
on the affected side, called postural rest, was advocated some 
30 years before Thomas recognized the value of “strict im- 
mobilization in the position which placed the cavity in a 
dependent position.” This mode of treatment has been discussed 
under such names as reverse postural drainage, postural reten- 
tion, postural reduction, and, latterly, postural recumbency. To 
accustom the patient to the unusual position adopted, the treat- 
ment should begin with daily sessions of from four to six hours 
for one week, after which recumbency should be maintained 
permanently except for hygienic requirements. Acclimatization 
may be facilitated by the practice, for a further week or two, 
cf return to the horizontal for one or two hours after meals 
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of the dyspeptic patient, or for the night in patients disturbed 
by insomnia. Patients with unilateral cavitation are instructed 
to lie supine or on the affected side, while patients with bilateral 
cavitation are advised to remain supine. In all cases the foot 
of the bed is raised 9 in. Plaster of paris casts were not used. 
[he authors present the results of 127 episodes varying from 
2 to 14 months of postural recumbency in 124 consecutive 
patients with pulmonary tuberculosis having a cavity (or cavities) 
greater than 2 cm. in diameter. Therapy with postural recum- 
bency was completed at least one year prior to assessment. Of 
all factors involved, the type of cavity treated is the most 
important. Closure or marked reduction occurred in two-thirds 
of the tension cavities treated by posture alone and in almost 
all (43 of 45) of those treated with drugs as well. With fibroid 
cavities, the response was not nearly so good (only 16 out of 
a total of 54 showed such good results), but the addition of 
chemotherapy to the regimen doubled the likelihood of a good 
result (from one in six to one in three). The authors conclude 
that all patients having cavities, tension and fibroid, greater 
than 2 cm. in diameter, except the giant fibroid cavities, are 
suitable for treatment by postural recumbency with concomitant 
chemotherapy for three months at least, and for a further three 
if the response is good but not sufficiently good, as a prelude to 
major surgery. When there are tension cavities present it is the 
method of choice. The authors feel that relief of the bronchial 
valvular inflationary mechanism in tension cavities is accom- 
plished by providing a dry and therefore free airway. Once 
deflation is thus assured, the rest, relaxation, and hyperemia 
also provided by postural recumbency all combine favorably 
to influence not only tension but fibroid cavities and the in- 
filtrative lesions of tuberculosis as well. Postural recumbency 
combined with chemotherapy is an ideal prelude to major 
thoracic surgery in the treatment of tuberculous pulmonary 
cavitation. 


Epidemic Acute Nephritis: Studies on Etiology, Natural History 
and Prevention. C. A. Stetson, C. H. Rammelkamp Jr., R. M. 
Krause and others. Medicine 34:431-450 (Dec.) 1955 |Balti- 
more]. 


An unusually large outbreak of acute glomerulonephritis 
occurred during a respiratory disease epidemic in the winter of 
1951-1952 at the United States Naval Training Station at Bain- 
bridge, Md. One hundred eighty patients with hematuria were 
admitted to the hospital at Bainbridge during this period, and 
at least 147 of these exhibited the classic features of acute 
glomerulonephritis. While acute nephritis is rare after infection 
with most types of streptococci, evidence has been presented 
previously to indicate that certain streptococcic strains, generally 
belonging to serologic type 12, may be termed “nephritogenic” 
because of their capacity to produce this complication in a high 
proportion of infected patients. The outbreak of nephritis at 
Bainbridge provided the first opportunity to test this hypothesis. 
Acute glomerulonephritis occurred in 12% of 184 patients dur- 
ing convalescence from type 12 streptococcic pharyngitis and in 
none of 146 patients convalescent from infection with other 
streptococcic types. The incidence of acute nephritis was 12% 
among untreated patients, 23% among patients treated with 
gamma globulin, and 4.5% in patients receiving early penicillin 
therapy. During the acute phase of streptococcic infection a 
mild degree of hematuria was noted in a high percentage of the 
patients studied; this was somewhat more frequent and more 
severe among the patients with type 12 streptococcic infections 
and particularly among those in whom acute nephritis developed 
later. The observed renal disease occurring after the type 12 
infections was actually acute glomerulonephritis. The patients 
were confined to bed for the duration of the streptococcic in- 
fection and at the onset of urinary abnormalities, and the con- 
sequent restriction of activity may have prevented the develop- 
ment of more severe symptoms or renal damage. The results of 
the study indicate that the degree of renal involvement may vary 
widely, from the severe damage associated with edema, azotemia, 
hypertension, and classic symptoms and urinary findings to the 
slight involvement indicated by mild hematuria without symp- 
toms and of a degree that might go unnoticed except for repeated 
quantitative urinalyses. In the more severely ill patients the 
finding of red blood cell casts and albuminuria, together with 
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the development of azotemia and hypertension, supports the 
clinical diagnosis of acute glomerulonephritis. The cases of acute 
nephritis appeared after a latent period following the pre- 
cipitating streptococcic infection, the period ranging from 6 to 
16 days with a mean of approximately 10 days. This is somewhat 
shorter than the latent period usually reported for acute rheu- 
matic fever. It seems of iaterest that the coexistence of these 
two complications was not observed more frequently than could 
be accounted for on the basis of chance alone. Were the 
mechanism of these complications similar or even related, it 
might have been expected .hat rheumatic fever would have been 
observed more frequently among patients developing acute 
nephritis or vice versa. The poststreptococcic nephritis gen- 
erally subsided compleiely within 8 to 10 weeks. 


Laryngeal Swabs for the Detection of Tubercle Bacilli in 
Patients Without Sputum. A. H. Campbell, J. H. Kelly and 
J. Banks. M. J. Australia 2:852-854 (Nov. 19) 1955 |Sydney, 
Australia]. 


Three laryngeal swabs were taken on the same day from 454 
outpatients without sputum who attended the chest clinic either 
for the diagnosis of a pulmonary condition or for observation 
and treatment of pulmonary tuberculosis. Of 578 swabs in 
triplicate, a positive culture of Mycobacterium tuberculosis was 
obtained from one or more on 66 occasions, i. e., 11.4% of 
the examinations gave positive results. The first swab alone pro- 
duced 53 positive results (80.3%), the first and second swabs 
together produced 60 positive results (90.9%), and the third 
swab added a further 6 positive results (9.1%). Triplicate swabs 
taken at one session are not inferior to three swabs taken on 
successive days, and each swab has an equal chance of pro- 
ducing a positive culture. It has been estimated that examination 
of a fourth swab would increase the positive cultures by 3 to 
4%. Therefore it would be considered worthwhile to increase 
to four the number of swabs taken at each session. Laryngeal 
swabs are a valuable and simple means of obtaining material 
for culture of Myco. tuberculosis from patients without sputum 
and are preferable to gastric cultures for outpatients. 


Histamine as a Stress-Combating Agent in the Treatment of 
Rheumatic Disease. I. B. Perlstein. J. Am. Geriatrics Soc. 
3:997-1004 (Dec.) 1955 [Baltimore]. 


A clinical study of the use of histamine in various rheumatic 
diseases was initiated by the author in 1948, after he had ob- 
served that, when aqueous histamine was injected intracutane- 
ously into multiple circumscribed sites over a painful joint, there 
followed relief of pain and a generalized sense of well-being. 
Sixty-five patients with various features of rheumatic disease 
(bursitis, fibrositis, arthritis) were treated with injections of 
aqueous histamine diphosphate. In the last 10 patients, reposi- 
tory histamine (Histapon) was employed to supplement the 
action of the aqueous preparation. The use of the repository 
preparation permitted lengthening of the interval between in- 
jections. Most of the patients had had rheumatic symptoms for 
long periods and had received the usual treatments such as x-ray 
irradiations or treatment with gold, salicylates, phenylbutazone, 
cortisone, or corticotropin. These treatments had failed, and, 
when histamine was given, it had to be continued for longer 
periods than in patients in whom the rheumatic disorders were 
of a more recent origin. The improvement achieved after hista- 
mine treatment, in terms of symptom response, resembles that 
obtained with cortisone and/or corticotropin, but there is this 
important difference: side-effects that are common during the 
administration of the steroid hormones do not occur with the 
histamine preparations. Decrease in the number of circulating 
eosinophils is more rapid and more definite with histamine than 
with hormone treatment, and the improvement produced by 
histamine closely parallels the fall in the number of eosinophils. 
There were four therapeutic failures in this series of 65 patients, 
all in patients with atrophic arthritis. In these cases there was 
likewise no effect on the eosinophil count. The author points 
out that Stefanic and Loyke postulated that “mobilized free 
histamine in the circulating blood presumably provokes, through 
vasodilatation or direct stimulation, an added release of epi- 
nephrine which then stimulates the pituitary through the hypo- 
thalamus, to activate the adrenal cortex.” The author feels that 
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some of the favorable results in patients who had not previous!y 
responded to cortisone therapy might be explained on this basis, 
He concludes that the intracutaneous injeciion of histamine is 
a valuable therapeutic procedure in many types of rheumatic 


diseases and that repository forms of histamine are even more 


valuable. The number of patients studied has now increased 
from 65 to over 150. The results have been essentially the same. 


Clinical Experience with Phenylbutazone in 205 Patients. C. W. 
Denko, D. Ruml and D. M. Bergenstal. Am. Pract. & Digest 
Treat. 6:1865-1869 (Dec.) 1955 [Philadelphia]. 


This report presents observations on 205 patients who were 
treated with phenylbutazone for periods ranging up to two years. 
Treatment was started with 300 mg. of phenylbutazone in di- 
vided doses. Each patient was instructed to take the drug with 
meals in order to minimize gastric irritation. They were also 
informed about the major toxic manifestations. At the end of 
one week's therapy, the therapeutic effect of the drug, as well 
as any toxic effects, was evaluated. On each return visit the 
leukocyte count, hemoglobin content, and sedimentation rate 
were determined and urinalysis was done. The dose of phenyl- 
butazone was gradually decreased to the minimum level giving 
relief. In about 25% of patients as little as 100 mg. daily was 
a sufficient maintenance dose. The period between return visits 
was gradually increased to a maximum of eight weeks for very 
reliable patients who had shown no toxic manifestations. Of 
the patients treated, 111 had rheumatoid arthritis, 45 had osteo- 
arthritis, and the others had rheumatoid spondylitis, bursitis, 
gout, and miscellaneous disorders. Of the 111 patients with 
rheumatoid arthritis, 79 received only phenylbutazone, 27 re- 
ceived phenylbutazone and cortisone, and 5 received phenyl- 
butazone, cortisone, and gold. The less severe the disease, the 
greater the therapeutic response; and, conversely, the more severe 
the disease process, the less beneficial was the therapeutic re- 
sponse. When phenylbutazone was effective, a definite decrease 
in muscle spasm, pain, swelling, and heat and an increase in 
the range of motion of involved joints were observed. No change 
was noted in the sedimentation rate, the globulin content, or 
anemia. The incidence of good therapeutic response to phenyl- 
butazone was essentially the same for male and female patients, 
except for patients with osteoarthritis. Fifty-three per cent of 
the male patients obtained good relief, while 78% of the female 
patients had good relief. Of the 57 male patients, 14 (24%) 
had toxic reactions, while of the 148 female patients, 51 (35%) 
suffered toxic reactions. Administration of the drug had to be 
discontinued in only 15% of the patients. A good therapeutic 
response was obtained in about 75% of the patients. Pheny!- 
butazone is a clinically useful and effective drug, particularly 
in relieving pain, and in early rheumatoid arthritis it may exert 
a definite anti-inflammatory action. Therapeutic effects of phenyl- 
butazone are, as a rule, quickly obtained and easily main- 
tained, and they are usually noted within one week. Patients 
apparently develop no tolerance to the drug with prolonged 
therapy. The majority of the toxic reactions occur early in the 
course of treatment. The drug should always be prescribed with 
due respect for its toxic potentialities and should not completely 
replace other forms of therapy. 


Nutrition of Aged Cardiac Patients. H. A. Monat. Geriatrics 
10:581-582 (Dec.) 1955 [Minneapolis]. 


The majority of aged cardiac patients who are seen in clinics 
or Offices are in a deplorable nutritional state. The various car- 
diac drugs, such as digitalis and mercurials, reduce the desire 
for food. Many of these patients cannot take fruit juices, milk, 
iron, or vitamins because these items violently disagree with 
them. They live on very little and, to stimulate the appetite, take 
coffee or alcohol. Many are constipated and take laxatives 
regularly. Consequently, most of these patients are starving 
themselves. The diet recommended by the author allows 20 
calories per kilogram of ideal body weight. A person whose 
ideal weight is 134 lb., or 60 kg., would be placed on a diet of 
1,200 calories of which 60 gm. would be proteins, 30 gm. fat. 
and 172.5 gm. carbohydrates. The patient should be instructed 
never to eat when nervous or fatigued. The surroundings mus‘ 
be made pleasant; harsh noises and all disturbances should be 
avoided at the table. Strict discipline as to intake of salt, which 
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should not exceed 2 gm. per day, will prevent congestive failure 
and the necessity for diuretics. With the prescribed diet, the 
patient can take 2,000 to 3,000 cc. of fluids daily. The following 
foods should be avoided: tinned vegetables or their juices, dry 
cereals, beets, spinach, celery, bacon, oleomargarine, and salt- 
water fish. Foods such as sweetbreads, liver, brains, or tripe 
should be incorporated in the diet. At least one quart of 
skimmed milk, one 8-o0z. glass of citrus fruit juice, lean meat 
or fresh-water fish, vegetables other than the ones prohibited, 
fruit, and eggs within the 1,200 calories count should be eaten 
daily. Adjunctive dietary factors, such as calcium, iron, and 
vitamins, are also necessary. 


Tall Precordial T Waves as the Earliest Sign in Diaphragmatic 
Wall Infarction. F. W. Wachtel and E. M. Teich. Am. Heart J. 
51:91-97 (Jan.) 1956 [St. Louis]. 


Wachtel and Teich present the histories of two patients in 
whom tall peaked T waves were observed in precordial leads 
V..s at a time when the clinical picture was compatible with 
myocardial infarction. Serial electrocardiograms revealed the 
evolutionary pattern of acute diaphragmatic infarction. Whereas 
the T waves of leads V..; were unusually tall and peaked, the 
QRS and T-wave complexes in the other leads were not unusual. 
In the later tracings there was diagnostic evidence of dia- 
phragmatic infarction, as shown by RS-T elevations and T-wave 
changes in leads 2, 3, and ,.Wr, namely, inverted T waves in case 
1 and upright T waves in case 2. The remainder of the tracings 
revealed the evolutionary pattern of typical diaphragmatic 
occlusion in both patients, with some lateral and posterior 
involvement in the patient in case 2. In the later tracings, the 
tall pointed T waves in V. and V; are present concurrently, with 
deeply inverted and cove-planed T-waves in leads 3 and Vr in 
case 1 and in leads 2, 3, and .Vr in case 2. In retrospect, these 
patients, when first seen, after the onset of chest pain, were in 
the “premonitory” or “impending” stage of myocardial infarc- 
tion. Although the classic electrocardiographic changes en- 
countered in myocardial ischemia are RS-T depressions and/or 
T-wave inversions, the authors believe that the tall peaked T 
waves observed at the onset of the coronary episodes in these 
patients are indicative of ischemia of the diaphragmatic and 
posterior portions of the left ventricle. The tall peaked T waves 
in V..s are reciprocal reflections of T-wave inversions and 
indicate ischemia of the diaphragmatic and posterior regions of 
the heart. Only later, with the appearance of deep Q waves, did 
the T-wave forces assume a more superior orientation. This 
appears as the deeply inverted T waves in leads 2, 3, and .Vr 
that are the commonly observed changes in diaphragmatic wall 
infarction. Tall, sharply pointed T waves have been observed 
in a variety of normal and pathological states. When these occur 
in an adult after chest pain, acute myocardial damage should 
be suspected. 


Experimental Contribution to Treatment of Ventricular Fibril- 
lation of the Heart by Defibrillation with Chemical Agents. 
H. Burmeister. Arch. klin. Chir. 281:225-240 (No. 3) 1955 (In 
German) [Berlin, Germany]. 


In an attempt to treat ventricular fibrillation of the heart with 
chemical agents, 32 experiments were performed on dogs. The 
heart of the dog has a particular tendency to fibrillation, and 
spontaneous defibrillation occurs only in exceptional cases. 
Eleven experiments were made with intracardiac injections of a 
7.5% solution of potassium chloride. The drug proved to be a 
reliable agent for defibrillation. its small therapeutic scope is 
a disadvantage, as irreversible damage to the myocardium may 
result from an overdose. A single dose of 5 cc. proved to be 
most suitable. After the injection of the drug it may be distributed 
by 5 to 10 slow manual compressions. If that is not followed by 
cardiac standstill, the dose must be repeated after additional 
cardiac massage. The effective dose varies and must be selected 
after cardiac standstill has been obtained. Satisfactory oxygena- 
tion and cardiac massage are the indispensable requirements for 
successful defibrillation. Five experiments were made with intra- 
cardiac injections of acetylcholine. This drug may occasionally 
produce defibrillation, but its effect is unreliable and occurs only 
after four to five minutes. In all of the author’s experiments 
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with acetylcholine, additional defibrillation had to be brought 
about with potassium chloride in about the same dose as that 
employed when it was used alone. The toxic effects of potassium 
chloride, therefore, cannot be reduced by a preceding injection 
of acetylcholine, and combined treatment with acetylcholine and 
potassium chloride is not advisable. Procainamide (Novocamid) 
chloride was used in six experiments. It proved to be a valuable 
prophylactic of ventricular fibrillation, but defibrillation could 
not always be obtained with this drug. The resistance of the 
heart to potassium chloride was increased after the administra- 
tion of procainamide. Prolonged partial blocking, particularly 
of the stimulus conduction, is unfavorable. The administration 
of procainamide after the onset of ventricular fibrillation seems 
to be dangerous. The drug may occasionally exert a favorable 
effect after restoration of effective circulatory action of the heart 
by combating prolonged ventricular extrasystoles, Nine expert- 
ments were made with procaine hydrochloride. Intracardiac 
injection of this drug may terminate ventricular fibrillation in 
rare cases; the associated risk is loss of cardiac tone. Satis- 
factory results were obtained by combined treatment with pro 
caine hydrochloride and potassium chloride, when procaine 
hydrochloride was given in doses of 50 mg. before cardiac 
massage was started. The occurrence of heterotopic disturbances 
of formation of stimulus after defibrillation was not observed in 
these experiments. It is concluded that the toxic effects of potas- 
sium chloride may be reduced by the administration of procaine 
hydrochloride. The resistance of the heart to potassium chloride 
apparently was not increased. After the start of regular action 
of the heart, administration of epinephrine in addition to cardiac 
massage has proved effective in chemical defibrillation by com- 
bating insufficient circulatory function. The risk of causing 
fibrillation is not greater than that associated with the use of 
calcium chloride or barium chloride. Drugs for improving the 
muscular contraction of the heart should be administered only 
in the presence of sufficient oxygenation of the heart. Burmeister 
feels justified in recommending chemical defibrillation with 
potassium chloride, after a preceding intracardiac injection of 
procaine hydrochloride, at least as an emergency measure. 


Capillary Microscopy in Rheumatic Fever: The Capillary Pat- 
terns in Conjunctiva and Nailbed as Clinical Signs of Rheumatic 
Fever and Rheumatic Heart Disease. E. Davis and J. Landau. 
A. M. A. Arch. Int. Med. 97:51-56 (Jan.) 1956 [Chicago]. 


A particular capillary pattern was seen during capillary mi 
croscopy of the nailbed in patients with rheumatic fever and rheu- 
matic heart disease. The authors used a standard medical micro- 
scope, a table fitting over the microscope platform as a hand 
support, and a powerful lamp for illumination. The temporal 
bulbar conjunctiva from the limbus to the outer angle was 
examined by the slit lamp. Studies were made on 100 patients 
with acute rheumatic fever or rheumatic heart disease. The 
nailbeds and conjunctivas of 158 nonrheumatic patients served 
as controls. A characteristic capillary pattern was found in the 
conjunctiva of 79 patients and in the nailbed in 31 of the 100 
patients—a considerably higher proportion than was found 
among control patients. In the conjunctiva, the special feature 
is the repeated subdivision of vessels (arborization) and the 
abrupt thinning of many of the terminal vessels, which often 
appeared to terminate as end-vessels, having no appdrent con- 
nection with adjacent vessels. This was in marked contrast with 
the usual picture of a latticework of the small conjunctival vessels. 
In the nailbed, the capillaries often branch from a common 
stem, giving the appearance of multibranched candlesticks 
(candelabras). The presence of these capillary signs may help 
diagnosis in borderline cases and the finding of these signs may 
justify investigation of the symptomless patient for evidence of 
rheumatic heart disease. 


Prednisone in the Treatment of Rheumatoid Arthritis. A. Cohen, 
R. Turner and R. Dunsmore. New England J. Med. 253:1150- 
1152 (Dec. 29) 1955 [Boston]. 


The authors used the adrenocortical steroid prednisone, in the 
form of Meticorten tablets, in the treatment of 33 patients with 
rheumatoid arthritis. The daily dosages ranged from 30 to 60 
mg. initially to a daily maintenance dose of 12.5 to 20 mg. A 
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potency ratio of 3:1 or 4:1 as compared with cortisone was 
established. Objective improvement with a decrease in joint pain, 
tenderness, and swelling and an increase in range of motion of 
affected joints occurred rapidly after the beginning of prednisone 
therapy. A significant decrease occurred in eosinophil counts and 
a moderate decrease in elevated erythrocyte sedimentation rates. 
Hypertension was augmented in one patient with essential hyper- 
tension, but in another patient, in whom hypertension had been 
caused by cortisone, it was relieved. The drug had no adverse 
effects on blood sugar, serum sodium and potassium, or blood 
urea nitrogen levels. No patient had evidence of edema, and no 
glycosuria developed. One patient had a slight loss in body weight, 
one had euphoria, and four had slight rounding of the face. The 
existence of peptic ulcer may prove to be a contraindication to 
therapy with prednisone as it is with cortisone or corticotropin. 
Two patients had inactive duodenal ulcers at the beginning of 
prednisone therapy; the ulcer became active in one and evidence 
of pylorcspasm appeared in the other. In a third patient, who 
had an active ulcer when therapy was begun, the ulcer niche did 
not disappear despite four weeks of concomitant antiulcer 
therapy. 


Chest Disease in Patients with Agammaglobulinemia. R. A. 
Good and W. F. Mazzitello. Dis. Chest 29:9-35 (Jan.) 1956 
[Chicago]. 


Fight patients with agammaglobulinemia were studied by the 
authors at the University of Minneapolis, and 35 cases were 
collected from the literature. Of the total of 43, 24 patients had 
the congenital type of agammaglobulinemia, which is transmitted 
as a sex-linked recessive trait, and 19 had the acquired type of 
the disease. Of the authors’ eight patients, six had congenital and 
two had acquired agammaglobulinemia. The most consistent 
clinical finding in both groups was recurrent bacterial respiratory 
infection, with lobar pneumonia or bronchopneumonia occur- 
ring in 14 patients and recurrent pneumonia in 16. Bronchiectasis 
occurred in 4 of the 24 patients with congenital disease and in 4 
patients who had acquired the disease. Other pulmonary com- 
plications that occurred included empyema, lung abscess, atelec- 
tasis, pulmonary fibrosis, and diffuse pulmonary calcification. 
The inflammatory exudate of the bronchiectatic processes of one 
patient with agammaglobulinemia was compared with those of 
immunologically normal persons with bronchiectasis. In the 
inflammatory exudate of the latter, numerous plasma cells were 
observed among the mononuclear cells by which the pulmonary 
parenchyma was infiltrated, while plasma cells were not found 
in the exudate of the bronchiectatic pulmonary tissue removed 
from the patient with agammaglobulinemia. This observation 
lends strong support to the concept that gamma globulin produc- 
tion and antibody formation are intimately associated with 
plasma cell formation, and it strengthens the concept that the 
occurrence of these cells in inflamed tissues is the sign of local 
antibody production. In a 54-year-old man, one of the authors’ 
two adult patients with acquired agammaglobulinemia, a large 
benign thymoma was removed by surgical excision; the other 
adult patient had diffuse proliferation of the reticulum resulting 
in lymphadenopathy, hepatosplenomegaly, and reticular hyper- 
plasia of the bone marrow associated with hypersplenia. There 
was uniform occurrence of profound lymphopenia, neutropenia, 
and eosinopenia in the patients with agammaglobulinemia. These 
findings suggest that the basic disease in both congenital and 
acquired agammaglobulinemia resides in a disordered reticular 
function that is expressed in all of the patients as a failure of 
antibody and gamma globulin production associated with a 
failure of development of plasma cells from the reticular cells 
that are their natural precursors. 


Cortisone Treatment of Subacute Thyroiditis. R. M. Hoyne. 
Illinois M. J. 109:6-10 (Jan.) 1956 [Chicago]. 


Subacute thyroiditis has sometimes been called DeQuervain’s 
disease. This condition has been confused with other nonsup- 
purative thyroid disturbances such as struma lymphomatosa 
(Hashimoto's disease) and Riedel’s struma (ligneous or woody 
thyroiditis). The author reports on the treatment of 10 patients 
with subacute thyroiditis with cortisone. The onset of the disease 
is usually sudden and follows an acute upper respiratory infec- 
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tion in about one-fourth of the cases. Most cases occur in the 
fourth and fifth decades. Women are more often affected, and 
they outnumbered men 7:3 in this report. Patients complain of 
soreness in the throat or neck. The pain is commonly referred 
to the ears, teeth, or face and sometimes is aggravated by 
swallowing. Cough may be experienced as a result of tracheal 
irritation, and hoarseness has been noted. Fever with or without 
chills occurred in five patients in the present series. General 
symptoms such as weakness, weight loss, sweats, nervousness, 
and emotional instability may be present and may raise the 
suspicion of thyrotoxicosis. Usually, however, the systemic 
picture is one of toxemia rather than of hypermetabolism. 
Tenderness of the thyroid is always present; the gland is usually 
enlarged and firm but may be stony-hard and raise the suspicion 
of malignancy. The process may spread from one area through- 
out the gland (so-called “creeping or migratory thyroiditis”). The 
diagnosis of subacute thyroiditis may be suspected from the 
clinical course. In the present series elevated sedimentation rates 
were found in seven of eight patients tested. In questionable 
cases, needle biopsy specimens of the thyroid gland may reveal 
the true pathological picture. Subacute thyroiditis is a self-limited 
disease lasting a few weeks or months, but it may be severely 
disabling. Formerly, the most beneficial treatment was roentgen 
therapy. In recent years, cortisone has been found to relieve the 
symptoms and to resolve thyroid tenderness and swelling. The 
10 patients were treated with cortisone and responded promptly, 
but at least 3 experienced recrudescence of symptoms on pre- 
mature cessation or diminution of the cortisone dosage. Corti- 
sone therapy apparently only suppresses the symptoms and 
probably does not shorten the course of the disease. Sedimenta- 
tion rates were checked frequently in the present series and 
served to indicate inflammatory activity. Cortisone therapy was 
continued in as low dosage as possible until the sedimentation 
rates returned to normal. Cortisone seems to be the medicament 
of choice in the treatment of subacute thyroiditis. 


SURGERY 


Reintervention for Recurrence of Mitral Stenosis: Report of a 
Case. F. Morino. Minerva med. 46:1033-1037 (Oct. 20) 1955 
(In Italian) [Turin, Italy]. 


Mitral commissurotomy through a left anterolateral thoracot- 
omy at the fourth intercostal space was performed by Prof. 
A. M. Dogliotti on April 5, 1952, on a 28-year-old man with 
mitral stenosis who from the age of 8 had had acute rheumatic 
fever with relapses. Dyspnea on effort, precordial pain, and 
asthenia had appeared when he was 15, and when he was 18 
he had had his first episode of hemoptysis. At operation, the 
mitral orifice, the edges of which were rigid and partly calcified, 
offered marked resistance but it was enlarged to about 2.5 square 
centimeters. The postoperative course was uneventful. The clini- 
cal signs subsided, and roentgenograms taken 10 days after the 
operation showed evident diminution of the signs of pulmonary 
circulatory stasis. The patient was discharged improved after 
three weeks. He foolishly led a strenuous, intemperate life for 
two years, after which time cyanosis and dyspnea on effort re- 
appeared after reactivation of the rheumatic disease. By the first 
months of 1955, the clinical symptoms had become so marked 
that he had to be readmitted to the Turin cardiovascular center. 
A second commissurotomy was performed on June 26. A right 
anterolateral thoracotomy through the transparietal route had 
to be adopted because the anatomic conditions (secondary 
fibrous adhesive phenomena were present owing to the first inter- 
vention) were such that maneuvers through a left thoracotomy 
would have been difficult. The valve was heavily calcified, the 
orifice had decreased to about 1.2 square centimeter, and slight 
regurgitation was present. The postoperative course was good, 
despite a reactivation of the rheumatic disease, and the patient 
was discharged after two weeks. The clinical symptoms had dis- 
appeared completely at the time of writing, but, although the 
initial results were favorable, a definitive evaluation of the re- 
intervention cannot be made yet because of the short post- 
operative observation period. The author believes that the re- 
currence of mitral stenosis in this patient was definitely caused 
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by the repeated reactivation of rheumatic fever. The restoration 
of valve mobility in the first operation might have been in- 
complete, but the dilatation of the orifice to 2.5 square centi- 
meters, as well as the patient’s capacity for enduring a strenuous 
life for two years thereafter, seems to suggest that the first 
operation was efficient. Morino states that, when mitral stenosis 
recurs after surgical treatment, a reintervention should be per- 
formed if the patient’s general condition is good, despite the 
greater difficulties of the second operation. 


Papillary Thyroid Carcinoma: Pathological Findings in Cases 
With and Without Clinical Evidence of Cervical Node Involve- 
ment. E. L. Frazell and F. W. Foote Jr. Cancer 8:1164-1166 
(Nov.-Dec.) 1955 [Philadelphia]. 


It is extremely difficult to establish the proper therapeutic 
approach to that group of thyroid tumors usually referred to 
as papillary carcinoma, which are by far the most frequent form 
of thyroid cancer. On microscopic examination, they usually 
exhibit follicular and other traits in addition to papillary quali- 
ties. They occur in patients of all ages. Their progression is so 
slow that patients may survive for 10 or more years with little 
or no inconvenience even after the demonstration of regional 
or distant metastases. No group of surgeons has had sufficient 
experience with all forms of treatment to prove definitely the 
superiority of one form over another. The authors feel that 
the 35 deaths that occurred at their clinic in patients with 
papillary thyroid carcinoma challenge the doctrine of the harm- 
lessness of this form of carcinoma. The patient material at 
their hospital differs somewhat from that seen at other hospitals, 
their institution being for many the “last port of call.” Analysis 
proved that the only therapeutic method not utilized as a form 
of initial treatment was radical surgery. During the last few 
tears, the importance of radical surgical treatment of papillary 
thyroid carcinoma has been increasingly accented at the head 
and neck service of Memorial Hospital for Cancer in New York. 
The authors report on clinical and pathological studies that 
have important bearing on whether radical neck dissection is 
logical in that group of patients with papillary thyroid car- 
cinoma without signs of cervical node metastases. They present 
a schematic outline of the various node-bearing areas removed 
by radical neck dissection for thyroid cancer. For some years, 
surgeons on this service have routinely marked each of the 
first five node-bearing areas at the time of surgery by suturing 
appropriately numbered metal tags in position; these enable 
the pathologist to make anatomically exact determinations. It 
has been the practice, when dealing with specimens removed at 
radical neck dissection in the pathology laboratories, to embed 
all lymph nodes grossly visible when the area under scrutiny 
yielded no grossly recognizable metastatic tumor. From 1946 
through 1953, 182 specimens from radical neck dissections that 
were performed for papillary thyroid carcinoma were examined. 
These specimens were from 164 patients, 18 of whom had bi- 
lateral neck dissections. Pathological study revealed metastasis 
in one or more of the cervical node groups in 41 of 67 patients 
having no clinical sign of cervical node metastasis. The authors 
say that they do not present this evidence in the belief that it 
settles the issue on whether to do radical surgery for papillary 
thyroid carcinoma. However, if a surgeon subscribes to the 
radical surgical approach, he must logically extend this to those 
patients who show no evidence of cervical node metastases. If 
he does not do this, he leaves removable lymph node metastasis 
in about 60% of the patients. Extremely long follow-up studies 
will be required to prove whether this will be practical. 


Surgical Treatment of Bronchiectasis of Infancy. A. Pignero 
and F, Gerini. Pediatria 63:750-775 (Sept.-Oct.) 1955 (In 
Italian) [Naples, Italy]. 


Surgical treatment of bronchiectasis in infants in whom con- 
Servative treatment is not successful should be limited to pneu- 
monectomy, unilateral lobectomy or bilobectomy, or simple 
bilateral lobectomy. The preoperative treatment should aim at 
improving the general condition of the infants by means of 
intensive therapy with vitamins and tonics. It should also aim 
at the diminution or disappearance of sputum. This is best 
‘chieved by postural drainage and intrabronchial instillation of 
antibiotics. The latter is efficacious even in those children who 
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no longer respond to the parenteral administration of antibiotics 
In the case of a lobar or segmental resection, a pneumoperi 
toneum should be instituted 8 to 10 days before the intervention, 
in order to introduce air into the peritoneal cavity gradually 
This is for the purpose of lifting the diaphragmatic dome so 
that in the postoperative course the residual parenchyma can 
expand gradually. During the intervention, particular attention 
should be given to the anesthesia, and the aim should be to 
prevent the onset of glottic edema, one of the much-feared 
complications of this intervention in infants, which can lead to 
death. Anesthesia, induced with ether in children younger than 
8 years and with pentothal in the older ones (in whom it should 
be maintained with nitrogen protoxide and ether), should be 
performed in closed circuit with intratracheal intubation. During 
the intervention, the anesthetist should keep the bronchial tree 
free from secretions with frequent aspirations through the intra- 
tracheal tube. Blood transfusion should also be given to prevent 
shock. The postoperative treatment should aim at preventing 
atelectasis of the residual parenchyma, pulmonary collapse, and 
bronchopulmonary fistula. Since 1951, the authors have operated 
on 13 of 19 children from 3 to 12 years of age with bronchi 
ectasis who were seen at the Center for Thoracic Surgery in 
Leghorn. Three refused the operation, and three are still re 
ceiving preoperative treatment. The condition dated back to a 
bronchopulmonary episode in eight of the patients and to 
whooping cough in four; in the remaining patient it was probably 
congenital. It was unilateral in nine and bilateral in four; in 
all of them only the lower lobes were involved. There was one 
death caused by glottic edema that appeared suddenly a few 
hours after the operation. Atelectasis occurred in four patients, 
in two of whom it was easily brought under control. A follow 
up revealed that recovery had been complete in nine patients, 
with restoration of body weight and growth and total remission 
of the symptoms. Contralateral bronchiectasis was present in 
three, in two of whom it was inoperable. 


Carcinoma of the Gallbladder: A Report of 24 Cases. J. | 
Jesseph, T. T. White and H. N. Harkins. West. J. Surg. 63:745 
749 (Dec.) 1955 [Portland, Ore.]. 


Carcinoma of the gallbladder is not as rare as is usually 
believed. Of 230,000 deaths occurring yearly from cancer in 
the United States, about 6,000 are from cancer of the gall 
bladder. About 4% of all cancers found at autopsy are in the 
gallbladder. At the King County Hospital in Seattle, 24 patients 
with cancer of the gallbladder were found in the seven-year 
period from 1948 through 1953; they represent 4.6% of the 
519 patients who were operated on for biliary tract disease 
These 24 cases are reviewed; they include 14 women and 10 
men. The higher incidence in women is thought to be due to 
the higher frequency of gallbladder disease in women. Eighteen 
of the 24 patients had no symptoms of gallbladder disease prior 
to their terminal illness. This group of cases adds little to the 
accumulated knowledge on gallbladder carcinoma. However, 
it does serve to accentuate several aspects of the disease. This 
is an illness of short average duration prior to hospital ad- 
mission, and one that is difficult to diagnose. Several patients’ 
complaints began only 2 weeks prior to admission, and the 
average was 10 weeks. There is no pathognomonic symptom, 
sign, or test by which the condition may be identified. Char- 
acteristically, the disease presents itself as obstructive jaundice. 
This is a problem usually dealt with surgically, but the process 
is usually incurably advanced by the time of exploration. Even 
palliative measures, designed to decompress the biliary system, 
are of little value in changing the course of the disease. The 
postdiagnosis survival rarely exceeds a year. The spread of the 
malignant process is rapid, and death results from extensive liver 
destruction with involvement of other nearby structures. 


Cancer-Cell Seeding of Operative Wounds. R. R. Smith and 
A. W. Hilberg. J. Nat. Cancer Inst. 16:645-657 (Dec.) 1955 
|Washington, D. C.}. 


Studies were undertaken to demonstrate that malignant tumor 
tissue may be found in washings from operative wounds after 
en block surgical removal of cancer. Just before the closure 
of the skin flaps after surgical removal of a primary cancer and 
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its lymph-node metastases in cases of primary operable but ad- 
vanced head and neck, breast, or pelvic cancer, the wound 
created by such a surgical procedure was thoroughly washed 
with sterile sodium chloride solution that was applied with a fine 
spray. The washings were collected in a glass container and 
mixed as quickly as possible with a fixative of 70 or 95% eihyl 
alcohol. The washings were then centrifuged at 2,500 rpm for 
10 minutes. Part of the sediment was covered with 10% forma- 
lin, and the fixed sediment was embedded in paraffin and sec- 
tioned. Another part of the sediment was smeared directly on 
glass slides, and these were immersed in a solution of equal 
parts of 95% ethyl alcohol and ethyl ether. They were stained 
while still wet. The Papanicolaou technique was the standard 
stain. Wound washings from 36 cases of locally operable can- 
cer were studied. Positive identification of tumor cells was made 
in 10 cases, and in an additional 5 the washings were suspected 
of containing malignant tumor cells. It is suggested that the 
presence of tumor cells in such a large number of cases should 
point to this phase of therapy as a logical place to apply chemo- 
therapy. 


Hyaluronidase in Chronic Venous Congestion of the Legs. 
P. O’Brien. Practitioner 175:719-725 (Dec.) 1955 [London, 
England}. 


Chronic venous congestion hampers tissue metabolism. The 
waste products are retained for longer than normal, and vari- 
ous forms of degeneration occur. The skin becomes thin, loses 
its elasticity, and may ulcerate or become eczematous. The 
subcutaneous tissues become wasted, lax, degenerate, and some- 
times edematous. The veins themselves may be attacked by 
thrombosis or inflammatory changes. Secondary infection 
through ulcerated or eczematous skin may give rise to cellulitis, 
thrombophlebitis, embolism, or further ulceration. Pregnancy is 
often the starting point for this chain of events. Of the eight 
patients described in this report, seven were multiparas who 
stated that the trouble started with pregnancy and was aggra- 
vated by subsequent pregnancies. Some of the degenerative 
changes may be reversed, at least in part, by prolonged rest, 
but only at the risk of further degeneration in the form of dis- 
use atrophy. Consequently, a method that will reverse the de- 
generative changes while the patient remains ambulant should 
be the objective. Hyaluronidase (“the spreading factor”) affords 
considerable promise in this direction. It apparently mobilizes 
the products of degeneration within the tissues and aids in their 
dispersal. The author presents the histories of eight patients 
who were given subcutaneous injections of hyaluronidase to 
treat degenerative conditions of the legs resulting from chronic 
venous congestion. The ulcers healed completely in five of the 
six patients with ulceration and improved in the other one. The 
partial failure was due to the presence of dense scar tissue. 
Induration disappeared completely in one of three patients, but 
there was some residual induration in the others due, again, to 
scarring. In six patients with swelling, this resolved completely. 
The great advantage of this form of treatment is that the patient 
remains ambulant throughout, thus eliminating the dangers of 
prolonged recumbency as well as its inconveniences. Hyalu- 
ronidase is unstable in solution, and hence the injection fluid 
should be made up freshly from the freeze-dried powder. The 
contents of one ampul of “hyalase” were used for each injec- 
tion. The addition of a local anesthetic is advisable. The author 
used procaine, adding it to the solution of hyaluronidase to give 
a final strength of 0.5 to 1% procaine. A small amount should 
be injected very slowly at first, allowing time for the procaine 
to wpread through the tissue and act on it. The remainder of 
the fluid may then be injected more rapidly. When treating an 
imdwrated area, it is best to inject from the softer periphery. 
Massage towards the indurated part assists the spreading effect, 
and softening occurs quite rapidly. The volume of fluid injected 
should be fairly large, depending upon the extent of the area 
to be treated. With extensive lesions, a total volume of from 15 
to 20 mil. should be used. Adequate external pressure must be 
maintained after injection. Elastic adhesive bandages are best 
used during treatment. Afterwards, an elastic stocking should 
be worm. The presence of infection, particularly phlebitis, is a 
contraindication to the injection of hyaluronidase, because cellu- 
fitis or embolism may result. 
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Arthrosis of Knee and Hip Joints: Effect of Intra-Articular In- 
jection of Hydrocortisat Compared with Effect of Roentgen 
Treatment. P. Rasmussen. Ugesk. leger 117:1423-1426 (Novy 
3) 1955 (In Danish) [Copenhagen, Denmark]. 


Report is given on 63 cases of arthrosis of the knee joint and 
35 of arthrosis of the hip joint. About half of the patients were 
treated in 1954 with Hydrocortisat, given intra-articularly; the 
others received roentgen-ray treatment in 1950. According to 
the results of roentgen examination, the patients are classified 
as having slight, moderate, or pronounced changes. In the mild 
cases of arthrosis of the knee joints, the results were good in 
90% of those treated with Hydrocortisat intra-articularly and 
in 75% of those treated with roentgen rays. In the other groups, 
the effect of both types of treatment was satisfactory in 42 to 
55% of the cases. Great variations were seen in the duration 
of the improvement after treatment with Hydrocortisat. An 
effect lasting over three months is considered satisfactory; three 
months seems to be a reasonable interval between series of treat- 
ment with Hydrocortisat. Roentgen-ray treatment should not be 
repeated for two years. The arthroses in themselves undergo 
great variations, and changed conditions of work, changes in 
climate, and other factors influence the symptoms and camou- 
flage the effects of treatment. 


Arthrosis Treated with Intra-Articularly Injected Hydrocortone. 
E. Andersen and P. Buttenschgn. Ugesk. leger 117:1426-1428 
(Nov. 3) 1955 (In Danish) [Copengen, Denmark]. 


In the ambulatory department of the Finsen Institute, Hydro- 
cortone has been applied intra-articularly for about two years 
in the treatment of 92 patients (81 with arthrosis of the knee 
joints, 8 with arthrosis of the hip joints, and 3 with arthrosis 
in other joints). Careful differential diagnosis with respect to 
tuberculous joint affections is necessary, as hydrocortone is abso- 
lutely contraindicated in these affections. The results were good 
in 63 cases; in 29 there was no effect. The improvement set in 
from one to 24 hours after the injection. Remissions lasted for 
from two days to more than three months. On repeated treat- 
ments, the remissions in most cases lasted longer; in some in- 
stances, however, after attainment of good results on repeated 
treatments, the treatments suddenly were without effect. Hydro- 
cortone applied intra-articularly is a valuable supplement to 
earlier forms of treatment of arthrosis. The percentage of im- 
provement corresponds to that obtained by other methods, but 
patients can often be helped by Hydrocortone when other forms 
of treatment fail. The treatment is simple and not time- 
consuming. 


Occlusion of the Great Cardiac Vein and Coronary Artery 
Ligation. H. Siderys, P. F. Grice, H. B. Shumacker Jr. and A. 
Riberi. Surg. Gynec. & Obst. 102:18-26 (Jan.) 1956 [Chicago]. 


The studies described were undertaken in order to determine 
whether ligation of the great cardiac vein in dogs reduces the 
mortality from subsequent ligation of the anterior descending 
branch of the left coronary artery, whether simple pericardiotomy 
serving as an operative control affords any protection against 
the same procedure, and whether any demonstrable protection 
results from bringing to the heart new blood supply from the 
outside or from better intercoronary anastomoses. Mongrel dogs 
weighing between 10 and 20 kg. were used. It was found that 
previous ligation of the great cardiac vein or simple pericardi- 
otomy substantially reduce the mortality from division of the 
anterior descending branch of the left coronary artery at its 
point of origin. The infarcts in surviving animals were noticeably 
smaller in these two groups. Studies carried out 24 hours after 
coronary artery ligation demonstrated greater retrograde blood 
flow from the distal artery in these groups than in untreated 
controls, and injection studies revealed better retrograde filling 
of this arterial segment. The demonstration that the operative 
control of simple pericardiotomy affords substantially the same 
protection against ligation of the anterior descending branch of 
the left coronary artery at its origin as does occlusion of the 
coronary vein does not indicate lack of significance of either 
procedure but suggests that relatively trivial cardiac manipula- 
tion may bring about increased likelihood of survival after 
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coronary ligation. The observations made in this study add 
weight to the growing belief that the major protection afforded 
by a variety of surgical procedures against ligation of the coronary 
artery results from better intercoronary collateral circulation 
rather than from new blood supply brought to the heart from 
without. 


Ligation of Both Internal Mammary Arteries in Vascularization 
Disturbances of the Myocardium: Preliminary Report on First 
Experimental and Clinical Data. M. Battezzati, A. Tagliaferro 
and G. De Marchi. Minerva med. 46:1179-1188 (Oct. 31) 1955 
(In Italian) [Turin, Italy]. 


Af.er a series of experimental studies on cadavers and dogs, 
the authors ligated both internal mammary arteries in 11 patients 
with angina pectoris caused by coronary sclerosis. One of these 
patients had had an infarct 20 days earlier, four had suffered one 
some time before the operation, and six had myocardial ischemia. 
The intervention was greatly beneficial, and the postoperative 
course was short and devoid of complications. The anginal pains 
disappeared rapidly in all the patients and did not recur in those 
who resumed their preoperative activities. The signs of myo- 
cardial insufficiency disappeared less rapidly, but their disappear- 
ance was permanent in seven of eight patients. Electrocardi- 
ographic changes were recorded almost immediately in the 
six patients who had myocardial ischemia, and electrocardio- 
graphic signs of the myocardial lesion disappeared immediately 
in the patient with an infarct of recent onset. Such changes, 
however, were not observed in the four patients with an infarct 
of old standing. These immediate postoperative modifications 
were still present at the time of the last follow-up. The same 
was true of the ballistocardiographic changes that were seen in 
the immediate postoperative course in 10 of the 11 patients. The 
heart size decreased in six of the eight patients in whom it was 
enlarged. The patients were much improved generally and stated 
that they felt well. Since this paper was submitted for publica- 
tion, the authors have performed the same operation with equally 
good results in 14 additional patients. Studies are in progress to 
explain the mechanism of action of ligation of both internal 
mammary arteries in patients with disturbances of myocardial 
vascularization. According to the authors, this operation benefi's 
the arterial circulation of the heart muscle by creating a hyper- 
tension in the vascular area of the internal mammary artery 
when this artery is ligated at the second intercostal space. 


Vulnerability of the Recurrent Laryngeal Nerves at Thyroid- 
ectomy. J. S. H. Wade. Brit. J. Surg. 43:164-180 (Sept.) 1955 
[Bristol, England]. 


While it is recognized that damage to the recurrent laryngeal 
nerves is one of the major hazards of thyroid surgery, opinion 
as to the advisability of deliberately exposing the nerves when 
thyroidectomy is performed is still sharply divided. The purpose 
of this paper is to assess the risks of damage to the recurrent 
nerves at thyroidectomy and to identify the factors responsible 
for placing the nerves in danger. The hope was to obtain informa- 
tion as to whether or not impairment of nerve function follows 
adequate dissection of the nerve at operation. A series of 100 
patients submitted to subtotal thyroidectomy for simple or toxic 
goiter, in whom the recurrent laryngeal nerve was dissected out 
on both sides, was studied. Normally, the nerve takes an oblique 
direction in the lower third of its course in the neck and rarely 
lies snugly in the esophagotracheal groove. In the midthyroid 
region it may come into intimate relationship with thyroid tissue. 
Fascia in relation to the nerve is usually strongest at the upper 
third of its course, so that exposure of the nerve is more difficult 
at this site than elsewhere. The most important anatomic relation- 
ship of the nerve is to the inferior thyroid artery and its branches. 
Eight important nerve-artery relationships are described, and 
their relative frequency is recorded. Vulnerability of each nerve 
was estimated at operation: 1.5% of nerves were considered to 
be in absolute danger and 13.5% to be in potential danger. The 
right nerve was more often vulnerable than the left nerve. 
Vulnerability of the nerve occurred a little more frequently in 
the upper third of its course than in the middle and lower thirds. 
Vulnerability due to arterial fixation to the goiter occurred fre- 
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quently at all three sites, but vulnerability due to fascial fixation 
rarely occurred away from the midthyroid region. Compression 
in a ligature either subsequent to crushing by a hemostat or 
during suture is the commonest mode of nerve injury. Less 
commonly the nerve is divided by a sharp instrument. The basic 
cause of nerve vulnerability is its displacement from the expected 
anatomic course, which is usually due to fixation to the develop 
ing goiter by branches of the inferior thyroid artery. The nerve 
is most vulnerable when it lies within the terminal glandular 
branches of the two main divisions of the artery. Very large 
nodular goiters causing gross displacement make the nerve 
absolutely vulnerable. Adequate resection of the relatively 
smaller but more vascular diffuse toxic goiters provides a greater 
potential danger to the nerve. Because of danger of injury to 
the nerve when the inferior thyroid veins are ligated and divided, 
it is suggested that when possible the nerve should be identified 
before these veins are divided. Attention is also drawn to the 
possibility of nerve injury during ligature of the superior thyroid 
pedicle if the goiter lies unusually low in the neck. In this event, 
nerve dissection at the upper pole of the thyroid lobe is advisable 
An anomalous right recurrent nerve was observed in four patients 
of this series. It is necessary to search for the nerve in its 
anomalous position if it cannot be identified when sought in its 
normal course. Despite wide exposure of the nerves at operation, 
no evidence of cord dysfunction was observed in 84 of the 100 
patients who were examined by otolaryngologists. The author 
strongly recommends routine dissection of the recurrent laryngeal 
nerves at thyroidectomy. It is estimated that in average hands at 
least 5% of nerves are damaged at operation. These injuries can 
largely be avoided by identification of the nerve throughout its 
course in the operative field. 


Cholecystectomy in Patients with Coronary Heart Disease. J. R. 
Keys, T. J. Dry, W. Walters and R. P. Gage. Proc. Staff Meet. 
Mayo Clin. 30:587-595 (Dec. 14) 1955 [Rochester, Minn.]. 


Chronic cholecystic disease and coronary heart disease fre- 
quently occur in the same person. The studies described were 
undertaken to determine (1) the operative risk of cholecystec- 
tomy for patients with coronary heart disease and (2) whether 
removal of a diseased gallbladder influenced the subsequent 
course of the patient with coronary heart disease. There were 
100 patients in the series. The surgical procedure was well 
tolerated, and there were no deaths or serious complications on 
the operating table. Three patients died in the hospital, one from 
acute pancreatitis on the 4th postoperative day and another 
from pancreatic necrosis on the 21st postoperative day. The 
third patient died on the 17th postoperative day. This patient had 
cardiac failure and had had a cerebrovascular accident earlier 
in the postoperative course, neither of which seemed directly 
responsible for his death; autopsy was not permitted in this case 
The postoperative morbidity rate was not unusual for intra- 
abdominal procedures in patients of similar ages. One patient 
had an acute myocardial infarction after operation from which 
he recovered, and two other patients had clinical and electro- 
cardiographic evidence of acute coronary insufficiency during 
their hospital stay. The survival rate of this group of patients 
six years after operation was 70.6% as compared with 83.9% in 
the normal population of similar sex and age constitution. This 
study establishes the relatively low risk of cholecystectomy in 
patients with symptomatic coronary heart disease and emphasizes 
the dangers inherent in the complications of chronic biliary 
disease itself. It is doubtful whether removal of a diseased gall- 
bladder influences the course of coronary artery disease directly, 
but it is likely that life may be prolonged if the serious compli- 
cations of biliary disease are prevented by removing the gall- 
bladder, preferably during the quiescent phases of gallbladder 
disease. 


Primary Tumours of Rib. N. R. Barrett. Brit. J. Surg. 43:113- 
132 (Sept.) 1955 [Bristol, England]. 


During the last 20 years, the author treated more than 50 
patients who he thought had primary tumor of the rib. Some of 
the tumors defied classification, others could not be proved by 
operation or biopsy, and a few were ultimately shown to be 
inflammations, local manifestations of general disease, deposits 
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of secondary growth, or tumors derived from the intercostal 
structures. The patients observed by the author included 19 
with cartilaginous tumors of the rib; eight of these were malig- 
nant. The next most common group consisted of 14 patients 
with fibrous dysplasia; eight of these patients underwent opera- 
iion. The diagnosis in the remainder was based upon clinical 
and radiological aspects. Six patients had solitary osteochon- 
droma, and four had rib tumors as a part of generalized 
diaphysial aclasis. Lipoid granuloma was proved by histological 
sections in three patients, and a few others were thought to have 
this anomaly. One patient had an osteoclastoma, which was 
resected and has not recurred; another had a tumor removed 
that proved to be a solitary plasma cell myeloma. This patient 
is still well after six years. One patient had a tumor that the 
author diagnosed at operation as a highly malignant sarcoma 
and did not attempt to resect: histologically this tumor proved 
to be a benign “giant-cell tumor of tendon-sheath.” Regression 
eccurred with radiotherapy. A number of patients died as a 
result of tumors that had destroyed one or more ribs; these 
tumors were classified as “sarcomata” and may have started in 
the intercostal muscles. The author shares the opinion of Evarts 
Graham that all cartilaginous tumors of the chest wall must be 
regarded as potentially malignant. There are various conditions 
that clinically mimic the cartilaginous tumors. The terms fibrous 
dysplasia or osteitis fibrosa have been applied to a variety of 
bone diseases. At one extreme there are conditions such as 
csteitis fibrosa cystica (Albright’s disease), in which the skeleton 
as a whole may be involved and in which there are extraosseous 
abnormalities such as pigmentation of the skin, endocrine dis- 
turbances, premature maturation, and cardiac and renal abnor- 
malities; while at the other there are the solitary bone lesions 
uncomplicated by extraneous factors. When there is doubt about 
the diagnosis, fibrous dysplasia must be treated by excision. This 
establishes the diagnosis and cures the condition. Lipoid granu- 
toma (eosinophilic granuloma) is generally regarded as a dis- 
order of lipoid metabolism related to Letterer-Siwe’s disease 
and lipid histiocytosis of the cholesterol type (Hand-Schiiller- 
Christian disease). It is relevant to the topic of rib tumors because 
the lesions that occur in ribs are generally mistaken for tumors. 
The wisest treatment is to excise the affected segment of rib in 
any doubtful case. The first abnormalities to distinguish from 
tumors of the rib are those that occur in the costal cartilage and 
that are often mistaken for chondromas. He has watched chil- 
dren who were brought to him because one or more costal 
cartilages were unduly prominent and had been called a 
chondroma by the doctor. The usual explanation of a prominent 
knuckle of cartilage is that it is a congenital anomaly of the 
sternum or that one of the ribs (usually the fourth, fifth, or 
sixth) has grown a little longer than it should have and buckled 
the cartilage. The author is not convinced that there is such an 
entity as Tietze’s disease. So many conditions of widely varied 
type can simulate the cartilaginous tumors of rib that the surgeon 
cannot always make an accurate preoperative diagnosis. In all 
doubtful cases a biopsy is indicated before planning what may 
turn out to be a major surgical procedure. These patients need 
careful preoperative investigation. Radiographs of the skeleton as 
well as of the lungs are desirable in many, and intravenous 
pyelograms may be helpful. The chemistry of the blood and of 
the urine should be studied. 


Bypass Arterial Graft Between Splenic and Iliofemoral Arteries: 
A Method of Treating Aortic or Iliac Obstruction with Unilateral 
Symptoms. R. Warren. A. M. A. Arch. Surg. 72:57-63 (Jan.) 
1956 [Chicago]. 


Occlusion of the abdominal aorta and iliac arteries can occur 
from thrombosis superimposed on arteriosclerosis obliterans, 
from thrombosis resulting from unsuccessful surgery on those 
vessels, or from embolism arising from intracardiac or other 
sources proximal to the area occluded. Restoration of continuity 
of the obstructed vessel by thrombendarteriectomy or by re- 
section and graft has been reported, but there are patients in 
whom a direct attack on the aorta or common iliac artery may 
seem inadvisable and a simpler, or bypass, procedure preferable. 
The use of the splenic artery as the vessel of origin for the bypass 
was suggested by Glenn in a patient with low thoracic aortic 
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coarctation and by Freeman and Leeds in two patients with ab- 
deminal aortic occlusion; the technique employed by the autho: 
in his two patients resembled theirs. In the first of his two patients, 
he resorted to division of the splenic artery with placement of an 
arterial graft between it and the left external iliac artery. In the 
s2cond patient, the splenic artery was divided and an arterial 
homograft was placed between it and the right common femoral 
artery. A direct attack on the aorta was inadvisable in the first 
patient because of advanced cardiovascular disease. The patient's 
death seven months later from other complications of arterio- 
sclerosis seemed to support the decision. The indication in the 
second patient was that of previous surgery on the aorta in the 
form of arterial graft replacement after res2ction for aneurysm. 
In the latter, dissection of the previous graft in order to ac- 
complish an anastomosis to it might have been possible but 
seemed unwise in view of surrounding fibrosis. The above two 
indications appear to Warren to be the principal ones for the 
employment of the procedure. The symptoms of unilateral rest 
pain, which had been disabling in both patients, were completely 
relieved by the bypass operation. 


GYNECOLOGY & OBSTETRICS 


Postpartum Hemorrhage Due to a Depletion of Fibrinogen from 
the Circulating Blood Stream. M. Klein, J. I. Biskind and A. 
Silverberg. Am. J. Obst. & Gynec. 71:51-56 (Jan.) 1956 |St. 
Louis}. 


The occurrence of hypofibrinogenemia or afibrinogenemia, a 
hemorrhagic disease caused by the absence or depletion of 
fibrinogen from the circulating blood with consequent loss of 
ability to clot, is described in two Negro women aged 27 and 
29 and one white 22-year-old woman who were all admitted 
to Mt. Sinai Hospital, Cleveland, in early labor. The younger 
Negro woman was delivered spontaneously of a living healthy 
infant, but three hours after delivery the patient began to bleed 
profusely. A supracervical hysterectomy was performed and no 
bleeding was observed during or immediately after the opera- 
tion. Four hours postoperatively the patient’s abdomen was dis- 
tended and a diagnosis of intra-abdominal bleeding was made. 
The incision was reopened and 2,500 cc. of fresh and clotted 
blood was observed in the abdominal cavity. Bleeding could not 
be controlled by ligating the ovarian and uterine vessels. Diag- 
nosis of hypofibrinogenemia caused by excessive fibrinolytic 
substance in the criculating blood was made, 4,320 cc. of blood 
and 4 gm. of fibrinogen were given, and the bleeding ceased. 
For 48 hours postoperatively the patient’s condition appeared 
good, after which it began to deteriorate. The patient died of 
kidney failure (lower nephron syndrome) caused by shock that 
resulted from uncontrollable hemorrhage secondary to hypo- 
fibrinogenemia. The second Negro patient was delivered of a 
stillborn infant with the aid of procaine spinal anesthesia. She 
went into shock immediately after the anesthetic was given and 
bled profusely immediately after the delivery of the placenta. 
Despite the administration of 4 gm. of fibrinogen, the patient's 
blood would not clot and blood pressure remained at shock 
level. She died five hours after delivery. Postmortem diagnosis 
was that of afibrinogenemia caused by premature separation 
of the placenta, with an excessive fibrinolytic substance in the 
circulating blood stream. The third patient aborted a macerated 
fetus spontaneously without anesthesia or surgical intervention. 
Fifteen minutes later she began to bleed profusely and the 
bleeding could not be controlled with oxytocin (Pitocin). Quick 
censultation with a hematologist, who verified the tentative diag- 
nosis of hypofibrinogenemia and gave the patient 4 gm. of 
fibrinogen intravenously about 45 minutes from the onset of the 
bleeding, saved the patient's life. Bleeding ceased immediately, 
clotting became normal, and the patient made an uneventful 
recovery. Hypofibrinogenemia as a cause of postpartum hemor- 
rhage is a definite entity. It should be suspected in cases of 
premature separation of the placenta, dead fetus, and shock 
assceciated with hemorrhage. Diagnosis should be made as 
quickly as possible and treatment with human fibrinogen and 
whole blood instituted promptly. When there is excessive lytic 
substance in the blood more investigation is needed. Toluidine 
blue may be used to neutralize the fibrinolytic substance. 
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Use of Female Sex Hormone Therapy in Pregnant Diabetic 
Patients. P. White, L. Gillespie and L. Sexton. Am. J. Obst. 
& Gynec. 71:57-69 (Jan.) 1956 [St. Louis]. 


As a result of their experience with 1,100 pregnant diabetic 
women treated at the Joslin Clinic in Boston, the authors state 
that an imbalance of female sex hormones, i. e., low levels for 
serum estrogen, low levels for progesterone as measured by 
pregnanediol excretion, and high levels for chorionic gonado- 
tropin, was the common hormonal pattern in diabetic women 
with abormal pregnancies. This imbalance predicted or pre- 
ceded the complications of pregnancy. It was possible to correct 
it by the administration of female sex hormones. Such correc- 
tion was followed by improved fetal survival, provided other 
parts of management of pregnancy and diabetes were observed. 
Assays for one or more of the female sex hormones of preg- 
nancy were determined in 780 pregnant diabetic women with 
viable pregnancies who completed the 28th week. Of the 780 
patients, 732 had abnormal hormone levels and 48 had normal 
hormone levels. The fetal survival rate among the 48 patients 
was 96%. Of the 732 patients with abnormal hormone levels, 
628 were given sex hormone therapy with a fetal survival rate 
of 89%; 104 were not treated with sex hormones, and among 
these the fetal survival rate was 54%. In a comparison of the 
total of 152 untreated patients with the 628 treated patients, 
the former showed a fetal and infant survival rate of 68% and 
the latter a survival rate of 89%. The total management consisted 
of classification of patients, chemical control of diabetes mellitus, 
female sex hormone therapy, measures used to prevent or cor- 
rect edema and especially hydramnios, early timing of delivery, 
special care of the infant in the immediate postnatal period, 
and yearly observation of the offspring of the diabetic mother 
for clinical or chemical evidence of diabetes mellitus. Female 
sex hormone therapy, consisting of equal doses of diethylstil- 
bestrol and progesterone administered as an intramuscular injec- 
tion, was only one of the seven parts of the entire program, 
but when added to the six other principles of management it 
appeared to give greater fetal and maternal protection. Par- 
enteral rather than oral therapy was selected because of the 
frequent occurrence of poor absorption of oral medication in 
diabetic patients and because in parenteral therapy the uncon- 
jugated hormones become available, whereas in oral therapy the 
hormones are conjugated almost immediately. Observations on 
certain interesting and important other effects of female sex 
hormone therapy on diabetic mothers suggested possible pro- 
grams for protection against retinopathy, nephropathy, and coro- 
nary heart disease, as well as possible methods for attempts to 
alter the course of diabetes in nonpregnant diabetic patients. 


The Clinical Evaluation of 2-Acetylamino-5-Nitrothiazole, an 
Orally Effective Trichomonacide. A. A. Plenti, M. J. Gray, 
E. D. Neslen and S. J. Dalali. Am. J. Obst. & Gynec. 71:116- 
120 (Jan.) 1956 [St. Louis]. 


Routine examination of vaginal smears of 818 unselected gyne- 
cologic patients by the method of Kupferberg, Johnson, and 
Spince showed the presence of Trichomonas vaginalis in 258 
patients (31.6%). Among 214 routine cultures in pregnant pa- 
tients, 43 (20%) were found to be positive for trichomonads, 
when the same diagnostic technique was used. About 60% of 
these patients had symptoms attributable to the disease. One 
course of 24 gelatin capsules of 2-acetylamino-5-nitrothiazole 
(Tritheon), each containing 150 mg. of the water-soluble, stable, 
crystalline organic compound, to be taken four times daily, was 
given to 125 patients in whom the presence of the parasites had 
been determined by cultures of the vaginal discharge from the 
posterior fornix. Five days after the completion of the treatment 
course another culture was taken. A parasitological cure was ob- 
tained in 46 (37%) of the 125 patients. Sixty-nine patients (55%) 
had signs and symptoms of moderate to severe vaginal tricho- 
moniasis before the treatment was instituted; 46 (67%) of these 
became asymptomatic after treatment. Forty-four (35%) of the 
patients had undesirable side-reactions such as nausea, abdom- 
inal cramps, anorexia, and occasionally a dark discoloration 
of the urine, which could be attributed to the drug. Lowering 
of the daily dose from 600 to 300 mg. and using enteric-coated 
tablets for 7 to 10 days reduced the incidence of side-effects to 
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about 5% without affecting the parasitological cure rate. He 
matological studies carried out before and after treatment did 
not reveal any changes in the hematocrit value, red and. white 
blood cell counts, plasma protein concentration, and in the re 
sults of routine urine analyses. Evidence thus has been pre 
sented that T. vaginalis can be eradicated by the systemic action 
of this potent trichomonacidal agent. 


Intraperitoneal Endometriosis. O. B. Ramse. Nord. med. 54: 
1686-1689 (Nov. 10) 1955 (In Norwegian) |Stockholm, Sweden 


79 


In the five-year period ending in June, 1953, 72 cases of intra 
peritor:al endometriosis were treated in the gynecologic de 
partment of the Women’s Clinic in Bergen. In the same period 
1,075 lararctomies were done because of disorders in the 
true pelv.s. The frequency of endometriosis was thus 6.6%. The 
dominating symptom was dysmenorrhea; abdominal pain was 
also frequent, as were irregular menstruation, long-continued 
bleeding, and metrorrhagia. The diagnosis was verified in 67% 
of the 70 patients operated on. In principle, treatment of intra 
peritoneal endometriosis in the Women's Clinic is conservative 
Radical operation was done in 25 cases, and conservative surgi 
cal intervention in 45. All of the patients radically treated with 
castration who answered questionnaires later sent to them were 
without symptoms. Answers from 39 of the patients treated con 
servatively showed 20 to be without symptoms and 19 to have 
symptoms that were as a rule less marked than before opera 
tion. From a study of the recent literature, the author concludes 
that resection of the pelvic plexus and the infundibulopelvic 
ligament on both sides should further reduce the symptoms 


Antibiotic Therapy of Tuberculosis of the Female Genitalia. 
I. Halbrecht. Lancet 2:1165-1167 (Dec. 3) 1955 |London 
England}. 


It is generally agreed that, in the first stages of tuberculosis 
of the female genitalia, the fallopian tubes alone are involved 
and that endometrial tuberculosis represents a later stage. The 
earlier the antibiotic treatment is instituted, the more likely i 
is to be successful, especially so far as sterility is concerned 
For this reason the author tried to diagnose this form of tuber 
culosis, which is asymptomatic in more than 90% of cases, by 
culture of menstrual and intermenstrual discharges. The author 
treated with streptomycin and aminosalicylic acid 74 women 
with genital tuberculosis. Twenty-one cases were discovered in 
the tubal stage and 49 in the endometrial stage, and 4 were 
exudative cases with more or less large tumors in the adnexa 
The first 12 patients were treated with daily injections of | gm 
of streptomycin, each receiving a total of 45 gm. The 62 other 
patients received a combined treatment of | gm. of strepto 
mycin three times a week to a total of 45 to 50 gm. and 12 gm 
of aminosalicylic acid daily to a total of 800 to 900 em 
Eleven patients in whom this first course of antibiotic treatment 
was unsuccessful received a second course of treatment consist 
ing of 60 to 75 gm. of streptomycin and 1,200 gm. of amino 
salicylic acid. In six cases the streptomycin therapy was dis 
continued before 30 gm. had been given, because vestibular 
symptoms appeared. In cases in which endometrial biopsy had 
revealed endometrial tuberculosis, biopsy was repeated at six 
month intervals after the treatment. In cases in which cultures 
of menstrual discharges had been positive, cultures were repeated 
every month during the first year and every two or three months 
in the years after the treatment. The combined treatment of 
female genital tuberculosis with 45 gm. of streptomycin and 800 
gm. of aminosalicylic acid led to healing of the disease in about 
65% of the cases. More than half the patients in whom the first 
course of antibiotic treatment was ineffective benefited from a 
second course. Healing of female genital tuberculosis cannot be 
considered definite until at least three years have elapsed since 
the start of treatment. For this reason, all the patients mus! 
remain under strict observation and endometrial biopsies and 
cultures of the menstrual discharges must be repeated at regular 
intervals during the first five years after treatment. A second 
course of streptomycin and aminosalicylic acid should be given 
as soon as the first signs of recurrence of tuberculosis are dis- 
covered. Cultures of the menstrual discharges were much more 
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valuable than endometrial biopsy in discovering recurrence of 
female genital tuberculosis. There is no doubt that in some 
cases antibiotic treatment cured the sterility caused by genital 
tuberculosis, especially in the tubal stage. Seven ectopic and 
five intrauterine pregnancies occurred in 11 of the patients in 
whom genital tuberculosis was cured by antibiotic treatment. 


PEDIATRICS 


Innocent Systolic Murmurs in Childhood. D. Stuckey. M. J. 
Australia 2:841-842 (Nov. 19) 1955 [Sydney, Australia]. 


Of 400 children examined at the Congenital Heart Disease 
Clinic in Sydney, Australia, 60 children (39 boys and 21 girls) 
between the ages of one and 10 years were considered to have 
a normal heart with an innocent systolic murmur. A hemoglobin 
level estimation, an electrocardiographic examination, and a 
radiological examination were carried out in all patients, in 
addition to careful clinical examination. Four of these children 
had minor abnormalities of the chest wall, 6 had slight hyper- 
tension, 2 a right aortic arch, and in 13 prominence of the main 
pulmonary artery was found on radiological examination. Most 
innocent parasternal systolic murmurs are produced by varia- 
tions in the shape or caliber of the great vessels distal to a 
normal pulmonary or aortic valve. The clinical importance of 
innocent murmurs in children lies in the recognition of their 
innocent nature and in the distinction from murmurs caused by 
rheumatic or congenital heart disease. The innocent murmur is 
usually loudest in the left parasternal line and is midsystolic, 
of short duration, and of no more than moderate intensity. 
Supporting evidence is provided by a normal second sound, no 
evidence of ventricular hypertrophy either clinically or in the 
electrocardiogram, and normal radiological appearance, except 
perhaps for a prominence of the main trunk of the pulmonary 
artery. 


Hyaline Membranes in the Lungs of Premature Infants. W. S. 
Rogers, C. Gables and P. Gruenwald. Am. J. Obst. & Gynec. 
71:9-15 (Jan.) 1956 [St. Louis]. 


Of 56 newborn infants who died between 8 and 16 hours after 
birth and in whom pulmonary hyaline membranes were observed 
at autopsy, 51 (91%) were premature and only 5 were born at 
term. Antepartum bleeding had occurred in 33% of the mothers 
of the infants with hyaline membranes as compared to 16.7% 
of the mothers in a control group of 341 premature infants 
without pulmonary hyaline membranes. Thus the relationship 
of prematurity of the infant to maternal antepartum bleeding 
appears to be clinically significant. Pathologically, there was a 
difference between the hyaline membranes of the premature 
infants and those of the infants born at term. In the premature 
infants, the hyaline membranes were found in respiratory 
bronchioles and alveolar ducts, while the alveoli proper were 
completely collapsed. These membranes did not contain the 
characteristic constituents of vernix caseosa, while in the infants 
born at term who had pulmonary hyaline membranes, these 
substances were contained in the alveoli and in the bronchioles; 
many alveoli were expanded with fluid and vernix caseosa in 
various degrees, and the uniform atelectasis of the premature 
infants was absent. The same peculiar type of atelectasis of the 
alveoli, occurring in association with dilatation of the terminal 
air passages, was observed in the premature infants and in the 
premature controls, but the terminal air passages of the controls 
were not lined by hyaline membranes. This type of atelectasis 
appears to be favored by some unknown factor associated with 
prematurity. It is probable that this entity is more significant 
than the hyaline membranes that are inconstantly associated 
with it. Of the 56 infants with hyaline membranes, degenerative 
changes in the adrenals were observed in 11, petechiae in 46, 
dilatation of the heart in 26, and gastrointestinal erosions in 22. 
These associated pathological lesions suggest the presence of a 
shock-like state. Hypoxia, shock, vascular injury, and pul- 
monary edema are probably important factors contributing to 
the death of these infants, either by furthering their pulmonary 
lesions or by other effects. 
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Staphylococcal Pneumonia in Infancy. I. S. Wallman, R. C. 
Godfrey and J. R. H. Watson. Brit. M. J. 2:1423-1427 (Dec. 
10) 1955 [London, England]. 


Fifty-five infants with micrococcic (staphylococcic) pneu- 
monia, 45 of whom were less than 6 months old, were ad- 
mitted in the course of 29 months to the Princess Margaret 
Hospital for Children in Perth, Australia. Eleven had chronic 
debilitating disease in which the pneumonia was a terminal event. 
This group of 11 children emphasizes the high incidence of 
micrococcic infections in hospital patients and their commonly 
fatal nature in debilitated infants. In the remaining 44 patients, 
micrococcic pneumonia was secondary to osteomyelitis in 5, 
while in 39 pneumonia was the predominant feature. Most of 
these infants were pale, cyanosed, and tachypneic, with distress- 
ing cough and grunting respirations. Empyema or pneumo- 
thorax was present in 28 patients (64%) and cysts in 29 (66%). 
Ten of the 44 patients died, a mortality rate of 23%. Anti- 
biotics were given according to the results of sensitivity tests 
and clinical response, and the duration of treatment was de- 
termined arbitrarily by the duration of fever and the clinical 
condition; the average duration of antibiotic therapy was 23 
days. Forty patients (92%) were completely resistant to peni- 
cillin therapy. The relative ineffectiveness of the broad-spectrum 
antibiotics in controlling the infection is stressed. Twenty-one 
patients with empyema or pneumothorax required surgical 
treatment; 13 of them had intercostal drainage by insertion of 
a catheter through a stab thoracotomy made with a trocar and 
cannula. Follow-up roentgen-ray examination in 29 of the 34 
survivors showed no abnormalities despite the extensive lung 
changes associated with micrococcic pneumonia; residual signs 
or symptoms were not observed. 


Present-Day Prognosis of Clinically Primary Acute Pulmonary 
Miliary Tuberculosis with Tuberculous Meningitis. P. De 
Angelis and A. Iovino. Pediatria 63:807-821 (Sept.-Oct.) 1955 
{Naples, Italy]. 


The combined administration of streptomycin and isoniazid 
has greatly improved the prognosis of primary acute miliary 
tuberculosis of the lungs. The authors report good results with 
this combination in six children, 3 to 11 years of age, in whom 
the condition was associated with tuberculous meningitis. The 
therapy caused complete regression of the miliary dissemination 
in all the patients in from one to four months. In three of 
them it also cured the meningitis. This, however, was the cause 
of death for two children. The remaining one could not be 
followed. It is noteworthy that the two deaths occurred in 
children in whom the meningitis had appeared an appreciable 
period of time after the miliary dissemination had regressed. 
It is concluded that streptomycin combined with isoniazid is 
today the most efficacious means for the treatment of primary 
acute miliary tuberculosis associated with tuberculous menin- 
gitis. 


Rupture of the Liver in a Newborn Infant with Recovery. 
J. L. Greaves. Lancet 2:1227-1228 (Dec. 10) 1955 [London, 
England]. 


In an infant who collapsed 44 hours after birth, intraperitoneal 
hemorrhage was diagnosed. At laparotomy a tear in the liver 
was sutured. The infant recovered completely. The author says 
that rupture of the liver has been found in 1.2% of 2,000 new- 
born and stillborn infants examined at autopsy. Yet few cases 
are diagnosed clinically, and so far as he was able to ascertain 
only six instances of survival have so far been recorded. The 
case presented here is a further instance of recovery. 


Treatment of the Nephrotic Syndrome in Children. C. P. Rance 
and A. L. Chute. Canad. M. A. J. 73:959-964 (Dec. 15) 1955 
|Toronto, Canada]. 


In children, as opposed to adults, the nephrotic syndrome con- 
sisting of edema, proteinuria, hypoproteinemia, and hyperlipemia 
follows a clinical course that resembles that of “pure lipoid 
nephrosis.” Its causation is unknown. About 50% of the patients 
ultimately recover after one to two years and remain well there- 
after. The remainder may die of infection, to which the children 
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with the nephrotic syndrome are extremely susceptible, or they 
may pass On to a stage of progressive renal destruction and 
insufficiency. Between 1950 and 1954, 88 children with the 
nephrotic syndrome were treated with corticotropin (ACTH) 
and cortisone at the Hospital for Sick Children in Toronto, 
Canada. The children were observed for several days before the 
institution of the hormone therapy to ensure that they were 
free of infection and hypertension, which are considered contra- 
indications to this type of treatment. Also, no child was treated 
with corticotropin or cortisone who was thought to have entered 
the progressive irreversible stage of the disease. Corticotropin 
was given intramuscularly every six hours in daily doses of 20 
to 50 mg., the dose being adjusted so as to keep the total 
eosinophil count at or near zero. In older children, cortico- 
tropin was given intravenously, 10 to 20 mg. daily in 5% dex- 
trose in distilled water over at least eight hours. Cortisone was 
given either by mouth or intramuscularly every six hours in 
daily doses of 100 to 300 mg. Blood pressure readings were 
made before the administration of each dose of the drugs, and 
if hypertension occurred the daily dose was lowered. Mild in- 
fections were treated with antibiotics, but if a severe infection 
occurred administration of the hormone was discontinued. The 
88 patients received 164 two-to-four-week courses of therapy 
with hormones, 142 with corticotropin, and 22 with cortisone. 
Each child received from one to six courses of treatment. 
Seventy (80%) of the children had good results from at least 
one course of hormone therapy, and the remaining 18 (20%) 
failed to react favorably to one or more courses. Seventy-four 
per cent of the edematous children lost their edema, and when 
nonedematous children with proteinuria were treated, 74% 
showed clearing of the urine. Poor results were obtained when 
hormone treatment was continued for less than 8 days, and the 
best results were obtained with courses of 12 days or longer. 
The better the clinical result, the closer to normal were the 
serum cholesterol and protein values after the treatment. Com- 
plications of hormone therapy consisted of hypertension, in- 
fection, and a disturbance of acid-base and electrolyte balance, 
most frequently a low serum potassium level with metabolic 
alkalosis or a low serum-sodium level. Two deaths were at- 
tributable to therapy; one 5-year-old girl died 17 days after 
treatment was stopped, and one 19-month-old boy died suddenly 
after 5 days of treatment. Remissions were seldom permanent. 
The longest remission followed by a recurrence was observed 
in a boy who was free of edema and proteinuria for three years 
and eight months, when an exacerbation occurred after an in- 
fection. Sixteen children were given maintenance treatment with 
cortisone in doses of 75 to 150 mg. daily for three consecutive 
days per week for periods up to one year. Eight were still 
free of edema and proteinuria 3 to 14 months after the in- 
stitution of maintenance therapy with cortisone. The other 
eight had recurrences in from one week to four months, and 
four have since improved on a higher dose. One 2-year-old 
child died suddenly and unexpectedly; autopsy showed no cause 
for death, although some cerebral and pulmonary edema was 
present. The authors’ present plan is to give corticotropin in 
the hospital early in the course of the disease to produce a 
remission and then to give cortisone intermittently at home for 
several months in the hope of preventing recurrences. A severely 
edematous child in whom hormone treatment may be contra- 
indicated or ineffective should be given a therapeutic trial with 
dextran. A 6% salt-free dextran solution was given to six chil- 
dren with variable results; two of the six failed to benefit, but 
some workers have reported more successful results with dex- 
tran. Bed rest is advisable at the onset of the disease and during 
infections and periods of severe edema. A low-sodium normal- 
protein diet is advised. 


Chylous Ascites in Childhood: Report of Five Cases. R. H. 
Whittlesey, P. R. Ingram and W. I. Riker. Ann. Surg. 142:1013- 
1020 (Dec.) 1955 [Philadelphia]. 


The authors doubt the assumed rarity of chylous ascites in 
childhood because, during the past six years alone, five patients 
with the condition have been treated at the Children’s Memorial 
Hospital in Chicago. This communication summarizes the his- 
tories of these five patients. Three of the patients were 1 to 4 
months old and the other two were 2% and 3 years old. In 
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two patients the etiological factors were obstruction and inflam 
mation; in the other three, the cause was not clear. Among the 
many causes of chylous effusion into the body cavities usually 
cited, those that seem to pertain particularly to childhood are 
as follows: enlargement of mediastinal nodes by diseases such as 
tuberculosis and Hodgkin's disease; new growths occurring with 
in the mediastinum; filariasis, with obstructions of the cisterna 
and thoracic duct by the parent worm; bilharziasis with obstruc 
tion of the main channels by the blood fluke; and trauma to the 
thorax or abdomen or inadvertent surgical injury of the thoracic 
duct or cisterna. In addition, there is the possibility of congenital 
maldevelopment of the central or peripheral lymphatics. The 
symptoms of chronic chylous ascites are largely the result of the 
distention of the abdomen, which may interfere with resviration 
and venous return. In addition, the presence of chyle free in the 
peritoneal cavity appears to exert irritative action on the abdom 
inal viscera, leading to edema and inflammatory changes in the 
intestinal wall, gallbladder, or lymph nodes. The treatment of 
chylous ascites evolves first around the eradication of the cause 
when possible. If the condition should be secondary to a tumor, 
or to parasitic infestation, attention must, of course, be turned 
toward the primary process. The same applies to the cases asso- 
ciated with an acute inflammatory reaction. In the absence of 
such obvious processes, the children may still be benefited by a 
medical regimen consisting of a low-fat, high-protein, high- 
vitamin diet. In other words, where the accumulation of chyle 
within the peritoneum cannot be prevented, it can often be sharply 
curtailed. A paracentesis, which may be useful for diagnosis, 
may also be necessary at the onset of medical therapy to relieve 
symptoms quickly if the child is in critical condition. Adherence 
to a high-protein and high-vitamin intake will help to combat 
the inevitable hypoproteinemia and anemia. When elimination 
of the cause of the chylous effusion is impossible and when even 
limitation of chyle formation by strict diet fails, then it may 
become necessary to provide a means for continuous and auto- 
matic decompression of the peritoneal cavity. In this connection 
the authors discuss the saphenoperitoneal shunt and the sapheno- 
subcutaneous shunt. The best surgical treatment would seem to 
be one that drains a chylous ascites into the venous system, since 
that is its ultimate drainage site normally. On the other hand, 
it is unreasonable to expect any of these surgical shunts to remain 
patent for the patient’s entire life. The best and only reliable 
treatment still remains the strict adherence to a diet low in fat 
content, supplemented by extra protein and paracentesis when 
ascites develops. 


A New Approach to the Treatment of Asthmatic Bronchitis in 
Infants. N. A. Bologna. Mississippi Doctor 33:194-198 (Dec.) 
1955 |Booneville, Miss.|. 


A synthetic anticholinergic agent, diphemanil (Prantal) methyl- 
sulfate, administered both orally and by injection, has given 
promising results in asthma. The studies reported here were 
made on 88 children with asthmatic bronchitis. Seventy-one were 
infants from 2 to 13 months old, in the majority of whom re- 
sponse to other treatments had been doubtful. The remaining 17 
were children between the ages of 2 and 7 years. All the children 
had evidence of respiratory infection, particularly coughs. The 
asthmatic bronchitis in some of these patients may have been an 
allergic manifestation, as some had other allergic problems. 
Wheezing had been present in most patients for several days and 
in a few for a month or more. Upon auscultation, expiratory 
wheezes were identical to those heard in true asthma. In those 
with allergic types of asthmatic bronchitis, the temperature was 
not elevated. Treatment prior to this study of the use of diphe- 
manil methylsulfate had consisted of antibiotics. Diphemanil 
methylsulfate reduced or relieved cough and wheezing in 14 of 
18 children receiving it orally. When the drug was given by 
injection, the wheezing decreased more rapidly. Twenty-eight 
infants received diphemanil methylsulfate by injection only and 
32 received the drug both by injection and by mouth. The results 
in the two groups were similar, effects being more prolonged 
for the latter. Cough was relieved in 40% and improved in 53% 
of patients in these two groups. Wheezing disappeared in 72% 
and diminished in 25%. Diphemanil methylsulfate by injection 
combined with chlorprophenpyridamine maleate orally com- 
pletely relieved cough and wheezing in a slightly larger percent- 
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age of patients. Diphemanil methylsulfate had no adverse effects 
on the behavior of the children treated. Secretions were appar- 
ently reduced without excessive dryness of the bronchial mucosa. 
Diphemanil methylsulfate caused no side-effects other than slight 
to marked flushing 10 to 15 minutes after an injection. 


Oral BCG Vaccination with Massive Repeated Doses in Initial 
Tuberculosis of Children. C. Gernez-Rieux, A. Breton, A. Tac- 
quet and M. Fabre. Semaine hép. Paris 31:3907-3917 (Dec. 10) 
1955 (In French) |Paris, France]. 


One hundred thirteen children between the ages of 18 months 
and 6 years hospitalized for initial tuberculosis were vaccinated 
with the Calmette-Guérin bacillus. Every week 100 mg. of the 
vaccine was administered, and this dose was repeated 10 or 20 
times. All patients showed good tolerance to the BCG, with 
exception of the fact that in 37% no weight gain occurred during 
the period of administration. Radiological improvement of the 
tuberculous lesions was noted in 52 of the children during or 
soon after the period of administration. The improvement was 
more apt to occur in patients with pulmonary lymphadenopathy 
and consequent disordered ventilation than in other forms of 
initial tuberculosis, such as simple lymphadenopathy, lympho- 
pneumopathy with bronchial fistula, and bronchogenic or hema- 
togenic alveolitis. Combined BCG and antibiotic treatment (two 
or all of the three best-known agents) gave a greater number of 
good results (53.8%) than either antibiotic treatment alone 
(41.1%) or BCG vaccination alone (30.8%). However, discrete, 
transitory aggravation of the lesions was observed radiologically 
in three patients during the period of treatment. One of these 
reactions was accompanied by a phlyctenular keratoconjunc- 
tivitis. More serious aggravation was observed in two patients 
nine and seven months after the vaccinal period. One was ac- 
companied by pericardial effusion and the other by the presence 
of tubercle bacilli in the liquid obtained from gastric intubation. 


Prevention of Epidemic Diarrhea of the Newborn. E. Janssen. 
Maandschr. kindergeneesk. 23:424-431 (Dec.) 1955 (In Dutch) 
[Leyden, Netherlands]. 


Janssen describes an epidemic of diarrhea in newborn infants 
that occurred in the nursery of a maternity hospital in Pretoria, 
South Africa. Eighteen of 62 babies in the nursery became ill 
with infectious diarrhea. To prevent the further spread of the 
epidemic, the system of placing all the newborn babies in one 
nursery was changed to the “rooming-in maternity plan.” All 
healthy babies in their bassinets were placed and nursed at the 
bedsides of their mothers. After this was done, there were no 
new cases of infectious diarrhea. The 18 infants who had con- 
tracted the disease were nursed in an isolation ward. Four of 
them died despite treatment with sulfaguanidine, diet, intraven- 
ous fluids, and transfusions. The “rooming-in” plan has proved 
very satisfactory for seven years. The author feels that this obser- 
vation is of importance, since epidemics are being observed in 
nurseries of newborn infants in other parts of the world. In 
South Africa, myocarditis neonatorum has appeared in epidemic 
form. 


Glycogen Disease of the Liver (von Gierke’s Disease) with Hepa- 
tomata: Case Report with Metabolic Studies. H. H. Mason and 
D. H. Andersen. Pediatrics 16:785-800 (Dec.) 1955 |Springfield, 
Ill.}. 


A case of glycogen storage disease of the liver is described in 
a 6-month-old girl who was observed continuously up to the time 
of her death at the age of 1012 years. The child was dwarfed and 
mentally retarded. The diagnosis was supported by blood sugar 
concentrations after the administration of monosaccharides and 
after injection of epinephrine as well as by anatomic and chemi- 
cal autopsy studies. Hypoglycemia was controlled by frequent 
feedings that contained dextrose or starch. Levulose and galac- 
tose were restricted because low-tolerance tests suggested that 
these substances were rapidly removed from the blood by the 
liver; after phosphorylation and conversion in the liver their 
release as glucose was evidently blocked by the same mechanism 
that blocked the release of glucose from glycogen. Blood lactic 
acid was consistently elevated, the degree of elevation bearing 
an inverse relationship to blood sugar levels. It is suggested that 
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excess blood lactic acid contributes to the acidosis and thus 
therapy of the acidosis with lactates would be illogical. The con- 
centration of total serum lipids was always high but fluctuated 
widely, reaching a peak of 7.45 gm. per 100 cc., being higher 
during periods of prolonged hypoglycemia and probably reflect- 
ing the mobilization of body fat during these periods. The ter- 
minal illness was marked by two unexplained complications, 
namely, multiple hepatomas and congestive failure of the right 
side of the heart. Although the severity of glycogen disease of 
the liver varies from patient to patient, the authors’ patient lived 
longer than any other with this disease observed by them from 
the first year of life. Attention was focused on the necessity of 
maintaining the blood sugar concentration above the level at 
which convulsions occurred, and only the administration of 
dextrose and starch at frequent intervals seemed capable of 
doing this. As she grew older it became unnecessary to feed her 
as often; whether the apparent decrease in the severity of the 
disease with advancing age was the result of an increase in liver 
glucose-6-phosphatase, or increased efficiency of a compensatory 
mechanism, is unknown. The complication of the presence 
throughout the liver parenchyma of numerous round tumor 
nodules varying in color (pale buff, mottled red, or green) has 
not been recorded previously. The liver showed only mild in- 
crease of fibrous tissue, insufficient to warrant a diagnosis of 
cirrhosis of the liver of which multiple hematomas are a rela- 
tively common complication. It is of interest that the enzyme 
deficiency of the tumor cells was identical to that of the liver 
cells themselves. 


Some Observations on Celiac Disease. H. A. Weijers, W. K. 
Dicke and J. H. van de Kamer. Maandschr. kindergeneesk. 
23:451-461 (Dec.) 1955 (In Dutch) [Leyden, Netherlands]. 


Information on celiac disease has increased particularly as 
the result of studies with dietetic therapy, which revealed that 
the steatorrhea observed in this disorder is not so much dependent 
on the quantity of fat ingested as on the type of carbohydrates 
included in the diet. Dietetic measures have proved decisive in 
the treatment. The authors comment particularly on the favor- 
able effects obtained with a diet free of the gluten of wheat, 
rye, and oats. 


Thromboses of Loagitudinal Sinus in Infants. W. Bustamante, 
L. Moreno and G. Miranda. Rev. chil. pediat. 26:357-362 
(Aug.) 1955 (In Spanish) [Santiago, Chile]. 


Six cases of septic venous thrombosis of the longitudinal sinus 
in dystrophic infants are reported. In five cases the sinus throm- 
bosis was secondary to infection of the respiratory tract or the 
gastrointestinal tract, or suppurative otitis media. In one case, 
the condition was secondary to tuberculous meningitis. A diag- 
nosis of cerebral venous thrombosis and of cerebral hemorrhage 
was made in two cases. In the remaining four the diagnoses 
included gastrointestinal disorders combined with broncho- 
pulmonary infection in three cases and miliary tuberculosis and 
tuberculous meningitis in one. All patients but one exhibited 
symptoms of meningoencephalitis consisting of signs of intra- 
cranial hypertension, nuchal rigidity, hypertonia, loss of con- 
sciousness, high fever, convulsions, and changes in the cerebro- 
spinal fluid. The pressure of the cerebrospinal fluid was moder- 
ately high, and the fluid was of a hemorrhagic or xanthochromic 
appearance, with increase in proteins, and with a normal amount 
of chlorides. Results of Pandy’s test and the Nonne-Apelt re- 
action were positive. Distention of the veins of the scalp was 
observed only in the patient with tuberculous meningitis. Death 
occurred within the first three days after the appearance of the 
symptoms in five patients and on the 21st day in the patient with 
tuberculous meningitis. An autopsy was performed in all cases. 
It was observed that all the cerebral veins were involved by the 
pathological condition. A brain hemorrhage in the proximity 
of the thrombosed zones was observed in all patients but the one 
with tuberculous meningitis. The thrombus was attached to the 
walls of the sinus, causing complete occlusion of its lumen. The 
condition is rare. No mention of the disease was found by the 
authors after an extensive revision of the records of 2,000 
autopsies compiled for 10 years in the department of pathological 
anatomy of the children’s hospital in Santiago at which this 
series of studies was made. Neither the clinical symptoms nor the 
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changes in the cerebrospinal fluid are of specific diagnostic value. 
The prognosis is grave. Treatment with antibiotics and heparin 
is promising. Heparin stimulates dissolution of the clot and 
favors rapid subsidence of edema. Dicumarol should be inter- 
dicted, as it can favor the occurrence of hemorrhage. 


OTOLARYNGOLOGY 


Air-Embolism Following Antral Lavage: A Fatal Case. K. F. 
M. Thomson. J. Laryng. & Otol. 69:829-832 (Dec.) 1955 
{London, England}. 


The case presented is that of a S5-year-old boy who had been 
subject to frequent nasal infections. Anesthesia consisted of 
ethyl chloride followed by open ether. A Boyle-Davis tonsillec- 
tomy gag was inserted, and a gauze pack was put into the post- 
nasal space. Trocars and cannulas were inserted into both 
antrums by puncture through the inferior meatus. More force 
was required to perform the puncture on the left, and a slight 
jolt was felt, as if the point of the trocar had hit the postero- 
lateral wall of the antrum. After removal of the trocars, with 
the cannulas left in position, the patient was turned on to his 
right side for the antral lavage. The method was that in which 
the nozzle of a Higginson’s syringe, filled with saline solution 
to exclude all air, is connected to the cannula and the bulb 
squeezed, with the inlet of the Higginson’s syringe dipping into 
a jug of warm isotonic saline so that several bulbfuls can be 
squirted into the antrum in succession. Finally, the jug of saline 
is removed and a few bulbfuls of air are blown through the 
antrum to displace the residual saline. In the case of this child, 
no difficulty was experienced with the procedure on the right 
side. When the syringe was connected to the cannula in the left 
antrum and the bulb was squeezed, some resistance was felt and 
a slight trickle emerged from the nostril. After the bulb had 
been pressed a few times, the jug of saline was removed and an 
attempt was made to blow air through the antrum. Suddenly 
the patient stopped breathing, and various measures, including 
cardiac massage, failed to revive the boy. Reviewing the litera- 
ture on air embolism after antral lavage, the author mentions 
among others a report by Pang, who had collected 58 cases 
with 23 deaths. The main difference between the case here pre- 
sented and other cases is that here the procedure was performed 
under general anesthesia. Consequently, consideration was given 
first to the anesthetic, but the fact that the abnormal signs 
occurred suddenly after the antral lavage suggested the possi- 
bility of air embolism, and this was confirmed at the postmortem 
examination. It is the author’s impression that the isotonic salt 
solution in the antrum soon runs out without insufflating with 
air, either through the cannula before it is removed, or through 
the ostium when the patient blows his nose. In the period tha‘ 
has elapsed since the described death, the author has never 
insuffated with air following an antral washout and has had 
no cause to regret the omission. 


Closure of Perforations of the Ear Drum. L. Q. Pang. Hawaii 
M. J. 15:122-124 (Nov.-Dec.) 1955 |Honolulu, Hawaii]. 


The author mentions methods that have been used to clos2 
perforated ear drums and describes his experiences with Linn’s 
technique. He resorts to it when the following requirements are 
fulfilled: 1. The perforation is a central one. 2. There is no 
active infection in the middle ear or mastoid. 3. The eustachian 
tube is patent. He proceeds as follows: The margin of the perfeor- 
ation is anesthetized by tampon with 2% Pontocaine or 10° 
cocaine and is then wiped with a tiny cotton applicator that is 
moistened with a saturated solution of trichloroacetic acid until 
a solid white eschar is formed. In doing this, care must be taken 
to avoid touching the mucosa of the middle ear. This is followed 
by a light insufflation of protonuclein powder, which stimulates 
healing. A cotton pledget saturated with Euphthymol solution is 
then applied gently to the edges of the perforation. This pledget 
acts as an irritant and stimulates healing. The patient is ad- 
vised to keep the cotton in the ear and to moisten it by instil- 
ling two or three drops of the Euphthymol solution on the cotton 
twice a day. The cotton is removed after one week, and the 
procedure is again repeated at weekly intervals until closure 
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takes place. The author presents the histories of several patients 
in whom he used the method successfully. He has tried the 
method so far in 47 cases. Of 34 patients in whom treatment 
was carried to conclusion, the ear drums of 31 were success 
fully closed. Nine patients are still under treatment, and three 
discontinued the treatment. In three patients the perforation re 
curred after closure. All of these recurrent perforations were 
again closed after renewed treatment. The author concludes that 
the great majority of central perforations of the ear drum can 
be closed by the use of Linn’s technique 


THERAPEUTICS 


Clinical Use of Protoveratrines A and B in Various Forms of 
Arterial Hypertension. L. Guzzi and A. Brina. Minerva med 
46:1051-1055 (Oct. 20) 1955 (In Italian) [Turin, Italy! 


One-half of a 0.5 mg. tablet of Protoveratry! (protoveratrine A 
and B maleates) was given three times a day at eight-hour inter 
vals to 38 patients with various forms of hypertension. In view of 
the vagotropic attributes of the drug, the patients received it, 
when possible, on a full stomach, and when it seemed necessary 
the dose was increased to as much as three tablets daily. The 
therapy was continued for from 15 to 20 days and was well 
tolerated. The doses used, while adequate to produce drops in 
pressure ranging from 30 to 50 mm. Hg, never caused gastric 
side-effects or collateral disturbances attributable to hype 
sympathicotonus and did not affect unfavorably the renal and 
cardiovascular systems. Electrocardiograms indicated that the 
drug did not diminish the myocardial function. The therapeutic 
action was slow but progressive, and the hypotensive effect 
appeared in from 24 to 48 hours. It lasted for from 20 to 30 
days after discontinuance of the therapy, after which time it 
returned to the initial values. Protoveratryl is indicated in all! 
forms of hypertension, provided recent lesions of the coronary 
arteries are not present. Hypertensive patients in whom sclerotic 
arteriolar impairment is not present obtain the best results from 
this therapy. The combined administration of Protoveratryl, a 
total extract of Rauwolfia, and hydrazinophthalazine was tried 
out on some hypertensive patients who had not responded to 
Rauwolfia when it was given alone or combined with hydra 
zinophthalazine. A total daily dose of 10 mg. of the Rauwolfia 
extract, 35 mg. of hydrazinophthalazine, and 0.75 mg. of Proto 
veratryl given in three divided doses always brought about a 
drop in the systolic and diastolic pressures and restored them 
to normal. The patients’ tolerance for the combined administra 
tion of the three drugs was excellent. The hypotensive effect 
and the results brought about by this combination were much 
better than those obtained with Protoveratryl alone 


Aureomycin in Treatment of Hepatic Cirrhosis. D. David and 
P. A. Cognasso. Minerva med. 46:1014-1020 (Oct. 17) 1955 
(In Italian) |Turin, Italy}. 


Aureomycin given orally or intravenously in therapeutic doses 
to 17 patients with hepatic cirrhosis was well tolerated and 
rarely caused nausea. In some instance it caused diarrhea, bu 
this was easily controlled either by decreasing the dose or by 
suspending the therapy temporarily. Diuresis was increased 
in the patients whose general condition was improved, and in 
these edema and ascites decreased or disappeared. It was not 
influenced in the patients who were not benefited by the therapy 
Jaundice, when present, decreased, bilirubinemia returned to 
normal, and fever tended to disappear. The patients’ general 
condition was in general improved, and the course of the disease 
was prolonged even when its outcome was fatal. Of the 17 pa- 
tients, 5 are still receiving the therapy but are in excellent 
condition; 4, in whom the course of the disease was prolonged, 
died after a period of apparent well-being; 4 were first given 
the antibiotic when the disease was in an advanced stage and 
were not benefited by it; 2 have been treated for too short a 
time to permit a definitive evaluation; and in 2 the therapy did 
not influence the condition. As to the toxic action of Aureo 
mycin on the liver reported by many workers, the results of 
the authors’ experiments on rats did not confirm such action. 
With regard to the increased diuresis that followed the adminis- 
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tration of Aureomycin, they studied the action of the antibiotic 
on the renal function in healthy persons and in patients with 
hepatic cirrhosis. Diuresis. was not increased in the former but it 
was in the latter. However, the sodium thiosulfate and amino- 
hippuric acid clearance tests were not modified in either group. 
These findings suggest that the antibiotic acts on the liver but not 
on the renal function directly. The authors state that Aureomy- 
cin not only influences the inflammatory state of the liver 
parenchyma but also has a true liver-detoxicating and liver- 
protecting action. 


Further Experiences with “Megimide”—A Barbiturate Antag- 
onist. F. H. Shaw. M. J. Australia 2:889-891 (Nov. 26) 1955 
|Sydney, Australia]. 


Megimide (8,8-methylethylglutarimide) and Daptazole (2-4- 
diamino-5-phenylthiazole) were administered slowly by intra- 
venous infusion to 56 patients with acute barbiturate intoxica- 
tion. Although Daptazole is not necessary in the treatment of 
mild barbiturate poisoning, it is a valuable adjunct in the treat- 
ment of severe poisoning. It increases the depth of respiration 
and lessens the possibility of excessive treatment with Megimide. 
The patients were brought from a comatose to a less than stupor- 
ous condition in a shorter time than 8 hours, while with con- 
servative treatment the average duration of coma is 52 hours. 
The first results of administration of the drugs were a rise of 
blood pressure and an increase in the rate and depth of respira- 
tion. These were followed by a return of reflexes, especially 
the plantar withdrawal, and finally by groaning and slight volun- 
tary movements. This is the “safe state” at which treatment is 
stopped. Those patients who had ingested 20-30 grains (1.29 
to 1.94 gm.) of a medium-acting barbiturate and whose coma 
had not persisted for more than 12 hours reached a safe state 
in about one hour with a dose of 0.5 gm. of Megimide and 0.2 
gm. of Daptazole, and in another 5 hours they were obeying 
commands and making a few purposeful movements. Recovery 
from this stage was uneventful. When a larger dose of a medium- 
acting barbiturate had been ingested or when the intoxication 
was caused by a long-acting barbiturate, doses of 1 gm. of Megi- 
mide and 0.3 gm. of Daptazole were required. Although some 
of the patients were brought to a safe state, relapse was likely 
to occur within about eight hours, and one or more further 
treatments were required. In the 12 patients in whom a relapse 
occurred, the patients, except for one, never relapsed to a deep 
coma; during the 48 to 60 hours when they were unconscious 
(after treatment) there were considerable periods of time when 
their blood pressure, pulse, and respirations were normal and 
they were even able to make some kind of movement. They 
stand a better chance of recovery than a person who remains 
constantly comatose for about 40 hours, the period of coma to 
be expected in these patients on the basis of the ingested dose 
of the barbiturate and the time elapsed before treatment. Signs 
of overdosage of Megimide were vomiting followed by slight 
flickers of the fingers or fasciculation of the jaw muscles; they 
occurred in several of the author's patients, but after sedation 
with paraldehyde these patients made uneventful recoveries. 
Animal experiments show that Megimide produces a reversal 
of the barbiturate-induced changes in the electroencephalogram 
of the dog and cat. Common analeptics produced no de- 
monstrable changes in the electroencephalogram of dogs treated 
with amobarbital (Amytal). Megimide prevented death in rats 
that had received twice the lethal dose of pentobarbital, and 
the antagonism was reciprocal. Megimide also enabled rabbits 
to survive a lethal dose of thiopental sodium. Megimide, there- 
fore, is to be classed as a barbiturate antagonist and not as an 
analeptic. There has not been one death among the author’s 56 
patients. The advantages of treatment of barbiturate intoxica- 
tion with Megimide are as follows: it removes the necessity 
for prolonged endotracheal intubation; it minimizes both the 
immediate risk to life and the remote risk that may follow the 
onset of complications often associated with prolonged barbi- 
turate coma; it affords relief from the burden of prolonged and 
Strict nursing; and it may serve to distinguish barbiturate poison- 
ing from other types of poisoning or differentiate the coma from 
that resulting from other causes (if 1 gm. of Megimide has been 
administered without signs of toxic reaction or improvement, 
another poisoning agent should be suspected). 
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Intrahepatic Biliary Obstruction Due to Chlorpromazine. C. S. 
White Sr. and R. W. Painter. M. Ann. District of Columbia 
24:641-644 (Dec.) 1955 |Washington, D. C.]. 


A case of obstructive jaundice without evidence of liver cell 
damage is described in a 67-year-old woman who was admitted 
to Doctors Hospital in Washington, D. C., 16 days after the 
onset of jaundice that was preceded by abdominal distress with 
nausea and vomiting. Three weeks before her admission to this 
hospital the patient had been discharged from another hospital 
to which she had been admitted for a fractured left hip and in 
which she had remained for three weeks. Repeated liver func- 
tion tests, performed three days after the patient’s admission 
to Doctors Hospital, revealed the same picture of biliary ob- 
struction with elevation of bilirubin, alkaline phosphatase, and 
cholesterol levels, while the cephalin flocculation and thymol 
turbidity tests, the albumin-globulin ratio, and the prothrombin 
time did not reveal any evidence of liver cell damage. A diag- 
nosis of extrahepatic biliary obstruction was made, and an ex- 
ploratory laparotomy was performed. Exploration revealed old 
adhesions of the duodenum and mesocolon to the gallbladder 
bed, the gallbladder having been removed many years ago. The 
bile ducts were collapsed because of the lack of bile. Biopsy 
specimens of the liver, which appeared normal in size and color 
and had a smooth surface, revealed blockage of the bile ducts 
with bile thrombi and bile stasis, especially about the central 
vein. The postoperative course was uneventful. A check was 
made of the hospital record during the patient’s confinement for 
the fractured hip. This revealed that she had received chlorpro- 
mazine (Thorazine) hydrochloride for five days; a total dose 
of 700 mg. of the drug was given orally during this period. 
There was an interval of 19 days between cessation of treat- 
ment with chlorpromazine and the onset of jaundice. Intra- 
hepatic biliary obstruction is produced by chlorpromazine in 
certain susceptible patients. The laboratory findings are those 
of obstructive jaundice. No tests are available at present that 
will accurately differentiate between intrahepatic and extra- 
hepatic biliary obstruction. Unless the possibility of drug-induced 
intrahepatic obstruction is considered, patients may be sub- 
jected to unnecessary exploration. The jaundice lasts for vary- 
ing periods of time, sometimes months, and gradually clears 
without permanent liver cell damage. The possibility of serious 
extrahepatic biliary obstruction coincident with chlorpromazine 
therapy must, however, be kept in mind. 


PATHOLOGY 


Disseminated Lupus Erythematosus (Malignant Lupoerythemato- 
visceritis) and Its Hematological Diagnosis: Study of Six Cases. 
G. H. Fallet, J. Spahr, A. Mégevand and others. Semaine hdp. 
Paris 31:3737-3749 (Nov. 30) 1955 (In French) [Paris, France]. 


The authors report on six patients with disseminated lupus 
erythematosus, of whom only one had cutaneous lesions. The 
L. E. cell phenomenon was positive in all. Properly conducted 
and interpreted, this test is diagnostic of the disease, which might 
be called malignant lupoerythematovisceritis, despite the fact 
that its clinical manifestations are multiple. From present knowl- 
edge it can be said that the L. E. cell is the result of a char- 
acteristic phenomenon of immunophagocytosis occurring under 
certain specific immunologic conditions as yet imperfectly under- 
stood. These conditions rarely occur apart from association with 
the disease known as disseminated lupus erythematosus; there- 
fore the L. E. cell test retains its diagnostic value, especially in 
patients such as the five mentioned above whose skin remains 
unaffected. For the test to be considered positive, the presence 
of the typical L. E. cells is essential. There must be morpho- 
logical demonstration of phagocytosis, by a granulocyte that is 
usually a neutrophil but may be an eosinophil or a monocyte, 
of an inclusion body that (1) gives nuclear chromatic reactions, 
including Feulgen’s reaction, (2) shows a peculiar cloudy or 
waxy nuclear homogenization with total obliteration of the 
nuclear chromatic rete, and (3) presents a contrast in coloration 
beiween the nuclei of the phagocyte and the inclusion body. 
This phagocytosis should be seen only in the blood or in bone 
marrow suspensions. The so-called tart-cells are not truly a part 
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of the L. E. phenomenon. As Haserick points out, the result 
should be interpreted according to the number of L. E. cells 
present in the smear. 


Experimental Studies on the Spread of Cancer in the Lymphatic 
System: III. Tumor Emboli in Thoracic Duct: The Pathogenesis 
of Virchow’s Node. |. Zeidman. Cancer Res. 15:719-721 (Dec.) 
1955 [Chicago]. 


The experiments described are a part of a series of studies 
on the lymphatic spread of cancer. They were designed to ascer- 
tain what becomes of tumor cells injected into the thoracic duct: 
are they all carried into the veins at the base of the neck, where 
the thoracic duct empties, and do they consequently form 
tumors in the lungs; or do some of these cells pass directly 
from the thoracic duct into lymph nodes? The answers may 
explain certain peculiarities of lymphatic metastasis, such as the 
occurrence of Virchow’s node. V: carcinoma cells were injected 
into the thoracic duct of one group of rabbits and into a vein 
of others. Tumors developed in the lungs in both series. Tumors 
also developed in mediastinal and intercostal lymph nodes in 
animals receiving thoracic duct injection. Lymphatic connec- 
tions between the thoracic duct and lymph nodes were demon- 
strated by injecting dye into the duct. Some of these lymphatic 
channels are afferent, for tumor injection into the duct led to 
neoplastic growth in the subcapsular lymph sinuses of nodes, 
where afferent lymphatics empty. Only in a few instances was 
tumor found in the medulla or hilus, indicating retrograde pas- 
sage through efferent branches. Thoracic duct. branches were 
also demonstrated in a human fetus by dye injection. Medi- 
astinal, intercostal, and left supraclavicular nodes were stained. 
It is concluded that tumor cells may pass directly from the 
thoracic duct to nearby lymph nodes and there grow into sec- 
ondary tumors without passing through the lungs. Passage from 
the duct apparently occurs most frequently through afferent 
branches of the duct to the nodes. Virchow’s node in man prob- 
ably results from tumor cell emboli following a similar route 
to the supraclavicular nodes. 


Biological Signs of Disseminated Lupus Erythematosus. F. 
Basset-Lacronique. Semaine hép. Paris 31:3749-3753 (Nov. 30) 
1955 (In French) [Paris, France]. 


The most important diagnostic laboratory signs of dissemi- 
nated lupus erythematosus are a marked increase in the erythro- 
cyte sedimentation rate, hypergammaglobulinemia, leukopenia, 
and, especially, the L. E. cell phenomenon. This last test in- 
cludes the presence of Hargraves’ cells and a positive reaction 
in Haserick’s plasma test. Hargraves’ cells are polynuclear in- 
clusion bodies containing nuclear material. Their appearance in 
the biood and marrow is conditioned by the presence of a plas- 
matic factor. A number of techniques have been proposed for 
making them appear; all necessitate a time lapse between the 
obtaining of the specimen and its preparation for examination. 
Three important questions concerning the L. E. test remain un- 
answeréd. 1. Must the L. E. cells be present before a diagnosis 
of disseminated lupus erythematosus can be made? 2. Is the 
test specific for the disease? 3. What causes formation of the 
cells, and in what way can they help to clarify the obscure 
pathogénesis of the disease? 


‘ 


The Eiectron-Microscopy of Atheroma. C. I. Levene. Lancet 
2:1216-1217 (Dec. 10) 1955 [London, England]. 


Levene points out that Duguid suggested that atherosclerosis 
in man,is largely the product of thrombosis. He suggests that 
the fibrous tissue that forms the atherosclerotic plaque, although 
it gives all the staining reactions ascribed to collagen, is actually 
fibrin dnd represents mural thrombi that, having been covered 
by endothelium, are incorporated in the vessel walls and then 
packed down by the pressure of the blood. To test this suggestion 
Levene: examined typical plaques by electron microscopy. 
Fifteen, aortas were selected at random, and.from each an 
itheromatous plaque was taken and bisected longitudinally, half 
‘eing used for ordinary histological study and ftalf for electron 
microscopy. Tissues to be examined by electron microscopy were 
eased and minced in distilled water, and suspensions of them 
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were washed twice by <entrifuging. A drop of the suspension 
was thereplaced on an electron microscopic specimen grid that 
had. been previously covered with a thin “Formvar™” membrane, 
and the drop was allowed to dry in air. After two hours’ further 
drying in a high vacuum, the grid was shadowed with gold 
palladium metal at an angle of 2:1 and scanned in the electron 
microscope for at least half an hour. Four grids were prepared 
from each specimen, and from four to eight representative fields 
photographed at a magnification of 11,300. Further enlarge 
ments to 67,800 were then made photographically. The author 
found that human atheromatous plaques, which under the light! 
microscope give the staining reactions ascribed to collagen, are 
found under the electron microscope to consist mainly of fibrin 
The same appears to hold true for the normal aortic intima 
Thus the evidence of the electron microscope supports the 
hypothesis put forward by Duguid that fibrin is deposited from 
the bloodstream and incorporated into the intima of arteries 
to produce fibrous thickening indistinguishable from athero- 
sclerosis. These findings, as Duguid suggested in 1952, strike 
at the roots of the “cellular theory,” for they not only indicate 
that atheromatous plaques thicken by fibrinous encrustation but 
also suggest that the same mechanism operates even in the nor- 
mal development of the human aortic intima. 


PUBLIC HEALTH 


Hodgkin’s Disease: Mortality in the United States, 1921-1951: 
Race, Sex and Age Distribution: Comparison with Leukemia. 
M. B. Shimkin. Blood 10:1214-1227 (Dec.) 1955 |New York! 


The author summarizes and analyzes data on the mortality 
from Hodgkin's disease in the United States for the period 1921 
through 1951. The main purpose is (1) to study the trends in 
rates and in sex and age relationships for Hodgkin's disease dur- 
ing the 30-year period, and (2) to compare such data with sim- 
ilar data for leukemia, in order to ascertain differences and 
similarities in the mortality data for the two diseases. The re 
corded death rate from Hodgkin’s disease rose from 6.9 in 1921 
to 17.0 per million in 1951. During this period, the death rate 
from leukemia rose from 14 to 61 per million. The death rate 
among males is higher than among females for both diseases; 
the male predominance is more marked in Hodgkin's disease 
than in leukemia. The rate is higher among whites than non- 
whites for both diseases; the white predominance is more marked 
in leukemia than in Hodgkin’s disease. There is no peak in rate 
during childhood for Hodgkin’s disease as there is for leukemia, 
and the increase in rate with age is much less steep for Hodg- 
kin’s disease than for leukemia. The mean age at death of adults 
dying from Hodgkin’s disease and from leukemia increased by 
3.5 and 8.0 years, respectively, between 1925 and 1950. The 
male-female sex ratio for Hodgkin's disease decreased slightly, 
while it increased slightly for leukemia between 1925 and 1950. 


Studies on the Epidemiology of Sarcoidosis in the United States: 
The Relationship to Soil Areas and to Urban-Rural Residence. 
J. T. Gentry, H. M. Nitowsky and M. Michael Jr. J. Clin. 
Invest. 34:1839-1856 (Dec.) 1955 |New York]. 


Of the 350 servicemer given a diagnosis of sarcoidosis during 
World War II, 334 were living at the time of this study. In many 
patients the disease was discovered accidentally by routine x-ray 
examination taken during the course of hospitalization or upon 
separation from service. It was found that the disease occurs 
with a significantly greater frequency among those whose birth- 
place is in the southeastern United States. Residence in a rural 
area further favors development of the disease. The 18 to | 
ratio of Negro to white patients accounts only. in part for this 
geographic distribution. The occurrence of sarcoidosis is greater 
in patients living within certain regions of this endemic area 
a fine sandy soil appears to favor its development. The possib!: 
concentration of an etiological agent in some of-the soils o! 
the southeast is brought to mind by the somewhat similar dis- 
tribution of hookworm disease. Recent epidemiological studies 
of various mycotic diseases, particularly of histoplasmosis and 
coccidioidomycosis, intlicate that their distribution is restricted 
to regions containing soils favorable for the growth and dis- 
semination of the causative fungi. By analogy, it can be postu 
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lated that some helminth, bacterium, fungus, or virus giving 
rise to sarcoidosis may find certain of the soils of the southeast 
the best natural mediums in which to thrive and thus result in 
the described localization of the disease. Other factors, such as 
the role of intermediate vectors, may account for the circum- 
scribed distribution of Boeck’s sarcoid. The plant and animal 
life of the soil areas in which cases of sarcoidosis are concen- 
trated bear scrutiny for a possible etiological relationship to the 
disease. In addition, the chemical differences between the vari- 
ous soils of the southeast might have some relation to the 
localization of Boeck’s sarcoid. 


Scciceconomic Distribution of Cancer of the Lung in New 
Haven. E. M. Cohart. Cancer 8:1126-1129 (Nov.-Dec.) 1955 
|Philadelphia]. 


The studies presented were undertaken to ascertain whether 
any association existed between socioeconomic status and the 
incidence of cancer of the lung in New Haven, Conn. Morbidity 
information was obtained from the Cancer Morbidity Register 
of the state health department and from death certificates. Cases 
were assigned to one of 24 ecologic districts on the basis of 
residence. The number of expected cases in each district was 
computed by applying the sex and age specific incidence rates 
for New Haven to the estimates of population in each district 
as derived from special census reports. The ecologic districts 
were then grouped into three socioeconomic regions. Differences 
between the number of observed and the number of expected 
cases were tested for statistical significance by chi square. Two 
hundred ninety-one cases of cancer of the lung, 235 in men and 
56 in women, occurred in New Haven residents in the 15-year 
period between 1935 and 1949. When the 291 cases were allo- 
cated by sex to the appropriate socioeconomic regions, it was 
found that the incidence of lung cancer was about 40% greater 
among the poor than among the other socioeconomic classes. 
Incidence rates of lung cancer in men tended to reach a plateau 
after age 55 to 64, whereas they continued to increase with age 
in women. The excess incidence of lung cancer among the poor 
cannot be attributed to errors in diagnosis or differences in re- 
porting. Five-year survival rates of men with lung cancer were 
approximately 1%. Stage of disease on admission and survival 
were not associated with socioeconomic status. Unless it is as- 
sumed that cigarette smoking is inversely related to socio- 
economic status, an assumption that probably cannot be sup- 
ported in fact, then it is reasonable to conclude that important 
environmental factors other than cigarette smoking exist that 
contribute to the causation of lung cancer. 


PHYSIOLOGY 


Adrenal Cortical Function in Hypothermia. R.H. Egdahl, D. H. 
Nelson and D. M. Hume. Surg. Gynec. & Obst. 101:714-720 
(Dec.) 1955 [Chicago]. 


Cooling results in a depression of metabolism in any organ or 
tissue. The authors had established that there is a depression in 
adrenal cortical function in general hypothermia. The unique 
role of the adrenal cortex in the body’s response to injury in any 
form, as well as the fact that adrenal corticoid output is de- 
pendent on pituitary secretion of corticotropin, makes necessary 
further exploration of the various factors involved. The primary 
purpose of the present study was to characterize the adrenal 
cortical reaction pattern during the induction of hypothermia 
and rewarming. The increasing use of generalized hypothermia 
makes it necessary that there be a thorough understanding of 
these mechanisms. The experiments were made on anesthetized 
dogs. The lumboadrenal vein was cannulated by placing a poly- 
ethylene cannula in the lateral portion of the right lumboadrenal 
vein and a “choker” around the connecting vein between the 
adrenal and the inferior vena cava. It is possible, by this means, 
to obtain intermittent samples of adrenal venous blood. Three 
methods of producing hypothermia were used. In the first, an 
anesthetized, adrenal cannulated animal was placed in a cold 
room at —10 C. In the second, an external arteriovenous shunt 
was cooled by ice water at a temperature of approximately 4 C. 
Ten feet of polyethylene tubing was used to connect the femoral 
artery and vein. The animals were given heparin intravenously, 
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2 mg. per kilogram, and the tubing was immersed in an ice wat: r 
bath. The third method of cooling consisted of total body in)- 
mersion in ice water at a temperature of approximately 4 C. In 
all experiments rewarming was accomplished by total body in- 
mersion in warm water at 45 C. In several experiments the 
animals were given a continuous infusion of corticotropin, 4\) 
units per 1,000 cc. of normal saline, before and during induction 
of hypothermia and rewarming. The authors found that in dogs 
hypothermia is accompanied by a depression of adrenal cortica! 
secretion as measured by adrenal venous blood minute output 
of 17-hydroxycorticosteroids. The secretion of corticotropin is 
also markedly depressed in hypothermia. Adrenal cortical re- 


sponsiveness to exogenous corticotropin is sharply reduced in 


hypothermia, apparently as a consequence of the direct effect of 
cold on the adrenal and not as a result of hypotension or othe: 
known effects of general hypothermia. It is significant that a 
complete return to normal corticoid output was observed im- 
mediately after the animals had been rewarmed. This fact in- 
dicates that the adrenal gland is not damaged by general hypo- 
thermia and that there is no lag in complete recovery of normal 
function. Furthermore, cooling of the unstressed, anesthetized 
animal demonstrated that hypothermia itself did not lead to 
adrenal stimulation and therefore could not be included in the 
long list of stresses that are accompanied by increased adrenal 
cortical activity. 


Damp Cold vs. Dry Cold: Specific Effects of Humidity on 
Heat Exchange of Unclothed Man. A. C. Burton, R. A. Snyder, 
W. G. Leach and others. J. Appl. Physiol. 8:269-278 (Nov.) 
1955 |Washington, D. C.]. 


Field studies and military experience indicated definitely that 
the problems of thermal protection of clothed men in the cold, 
especially at temperatures near the freezing point, are much 
greater when the relative humidity is high than when it is low. 
Damp-cold weather seems to be much “colder” for clothed men 
than dry-cold. It has been generally assumed that this effect 
of humidity is due to its effect upon the thermal insulation of 
the clothing. Textile fibers take up a considerable amount of 
moisture, to reach equilibrium with the relative humidity of 
their environment. It is difficult to see how the true thermal 
insulation of clothing, which depends on the “still air” enclosed 
between the fibers, can be reduced seriously unless so much 
water has been taken up that air is displaced. It occurred to the 


‘authors that a “base-line” should be established by studies on 


the effects of humidity on unclothed subjects. Nine subjects 
were exposed, lying unclothed, each in four experiments of 100 
minutes’ duration, at 48 and 58 F, with low (30%) and high 
(80%) relative humidity. Rectal and skin temperatures were 
measured with thermocouples every minute, and oxygen con- 
sumptions were measured every 20 minutes by a metabolism 
machine. Sensations of cold, pilomotor response, and shivering 
were recorded from signals by the subjects. Results were 
analyzed, by “paired” statistics, to discover significant differ- 
ences at the same temperature, associated with the relative 
humidity. The course of the skin temperatures was remarkably 
the same whether the humidity was high or low. There was a 
significantly greater rise of rectal temperature on exposure to 
the cold when the humidity was low, indicating a greater physi- 
ological response of vasoconstriction and a greater increase in 
metabolism. Shivering was markedly greater in incidence and 
severity when the humidity was low. Sensations of cold were 
also significantly greater in the low humidity at both tempera- 
tures, in spite of the fact that skin temperatures were not affected 
by humidity. Pilomotor response was consistently seen at the 
lower temperature and was not significantly related to humidity. 
It is suggested that the paradox of a greater sensation of cold 
and metabolic response at low humidities, though skin tempera- 
tures and heat loss were independent of humidity, could be due 
to the uptake of moisture in the skin at high humidities, causing 
an increased thermal conductivity in the region of the receptors. 
The authors feel that the results of the experiments must not 
be misunderstood to have any bearing on the question of why. 
for clothed men, damp cold is colder than dry cold. The effects 
of humidity on the clothing may be of such importance that 
this physiological effect, seen in unclothed men, is of relatively 
little practical importance. 
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BOOK REVIEWS 


The Dispensatory of the United States of America. By Arthur Osol, 
Ph.G., B.S., M.S., Professor of Chemistry, Philadelphia College of Phar- 
macy and Science, Philadelphia, and George E. Farrar, Jr.. B.S.. M.D., 


F.A.C.P., Medical Director, Wyeth Laboratories, Inc. With Karl H 
Beyer, Jr., B.S., Ph.D., M.D., and others. Editor emeritus: Horatio C 
Wood, Jr.. M.D., Ph.M. Based on 15th revision of United States Pharma- 
opeia, 10th edition of National Formulary, British Pharmacopeia, 1953, 
first edition of International Pharmacopeia, Volumes I and Il. Twenty- 
fifth edition. Cloth. $25. Pp. 2139. J. B. Lippincott Company, 227-231 S. 
Sixth St., Philadelphia 5; 2083 Guy St., Montreal. Canada; (distributed 
in Great Britain by Pitman Medica! Publishing Co., Ltd., 39 Parker St., 
Kingsway, London, W.C.2, England), 1955. 


The 25th (1955) edition of this encyclopedic compilation of 
information on drugs from various contributors conforms to 
the manner of presentation of the 24th (1947) and previous 
editions. The new edition eliminates information on drugs no 
longer used and also the section formerly devoted to general 
testing procedures and reagents. More than 200 pages have 
been added to cover the rapidly accumulating number of agents 
that have been introduced since the previous edition. Dosage 
information has been amplified, general statements on pharma- 
cological classes of drugs have been added, and the section on 
veterinary drugs enlarged. Part 1 contains monographs on in- 
dividual drugs included in the United States, British, and Inter- 
national pharmacopeias and the National Formulary; part 2 
contains monographs on drugs not included in the foregoing 
publications and general statements on classes of related drugs 
from both sections; and part 3 contains monographs concerning 
veterinary uses and dosage of drugs. Some saving of space has 
been effected by the use of more condensed typography in parts 
2 and 3. Portions have been revised or rewritten as neces- 
sary to bring them up to date. A general index included at the 
end provides a means for separate identification of references 
that pertain to the veterinary section of the book. The tremen- 
dous editorial task involved in the production of so large a 
volume has been accomplished with a minimum of error. The 
nonproprietary designation “piperoxane” should be “piperoxan,” 
for that adrenergic blocking agent. The binding, paper, and 
printing are excellent and designed for the convenient handling 
of a book of bulky dimensions. This new edition should be 
welcomed by all members of the medical, pharmaceutical, and 
veterinary professions. 


Brain Mechanisms in Diachrome. By Wendell J. S. Krieg, B.S., Ph.D., 
Professor of Anatomy, Northwestern University Medical School, Chicago. 
{Together with separate fascicles, consisting of 12 full-color transparencies 
(in front pocket): Reconstruction of the Connections of the Human Brain; 
and (in back pocket) 8 illustrations forming Atlas of Reconstruction of 
the Rat Brain.] Cloth. $7 singly; $6 per 10 or more copies. Pp. 188, with 
55 illustrations by author. Brain Books, Box 9, Evanston, IIll., 1955. 


The author of this abbreviated neuroanatomic text is an 
anatomist of recognized standing, an accomplished medical artist, 
and the author of numerous publications on anatomy, including 
a Standard neuroanatomic text. This book deals with the struc- 
ture and function of the nervous system and is simplified to 
meet the special needs of certain college students, psychologists, 
and dental students, as well as those of medical students and 
physicians desiring a brief review and graphic presentation of 
material. It is not intended to be a comprehensive text for 
medical students or a reference work. The major portion of the 
00k deals with the cerebral cortex, which Krieg considers the 
most complex structure in the world and probably the most 
important. A systemic approach to the subject is used through- 
ut, with the various components of the sensory and motor 
systems covered as single units. The basic histology of the 
neuron, reflex patterns, fiber tracts of the spinal cord, and the 
cranial nerve are discussed briefly. Special senses and their 
neural pathways, the cerebellum, and the autonomic nervous 
system are considered in more detail. 





These book reviews have been prepared by competent authorities but 
lo not represent the opinions of any medical or other organization unless 
specifically so stated. 


The book is accompanied by two inserts. The first of these is 
a multicolored series of drawings of the human brain consisting 
of six transparent sheets with drawings on both sides. Various 
nuclear groups and fiber tracts have specific colors throughout 
and all structures are numbered and can be identified in the 
index provided. The purpose of the “diachrome” is to permit the 
reader to dissect off layers of the brain serially from either a 
medial or lateral approach. The insert, “Reconstruction of the 
Rat Brain,” follows a similar plan but is not in color 

A conscious effort has been made to state facts simply and to 
avoid complex terminology, except in the case of the author's 
use of the terms vestibulocerebellum, somatocerebellum, and 
cerebrocerebellum to denote the archicerebellum, paleocere 
bellum, and neocerebellum. The treatment of the spinal cord is 
superficial and brief but this appears intentional. Histological 
details of the cerebral cortex are overemphasized for a book of 
this type. Functional considerations are concise and ably pre 
sented. The illustrations, most of them by the author, are numer 
ous and well reproduced. Many of these are drawings intended 
to show the neuraxis, or parts of it, in three dimensions. They 
are extremely detailed and may be confusing, particularly to the 
student encountering neuroanatomy for the first time. The person 
who siudies this text should gain a good working knowledge of 
the cerebral cortex and the cerebellum but will have an in 
adequate conception of the structure and organization of the 
brain stem. The book should be of particular value to the college 
student and can be used as a supplementary text for the medical 
students. The diachrome of the human brain is especially well 
done and is useful as a reference for all students of neuro 
anatomy. 


Education of Mentally Handicapped Children. By J. E. Wallace Wallin 
Education for Living Series. Under editorship of H. H. Remmers. Cloth 
$4.50. Pp. 485, with illustrations. Harper & Brothers, 49 E. 33rd St., 
New York 16, 1955, 


At a period when interest in the health and welfare of children 
involves an ever-widening circle of professional and lay people, 
(his publication is timely. Despite the general interest in children, 
work with the mentally retarded has been treated as a stepchild 
of several professional disciplines. To overcome this attitude 
requires some stimulation of interest, but interest without in- 
timate knowledge is of little help. This book fulfills both of 
these requirements. The author has pioneered in the schooling 
of mentally retarded children. The book contains many clearly 
expressed and firmly stated (if sometimes honestly biased) ideas 
and a wealth of detail. The subject matter, however, sticks to 
that implied by the title. An ample and up-to-date bibliography 
is included. The style is clear; concepts are not difficult, are 
pertinent to the author’s main theses, and are developed logically. 
Large print and intelligently placed headings and subheadings 
are an aid to clarity. Photographs of actual schoolroom situ- 
ations and class and individual projects are presented. Sum 
maries are included at the end of almost all chapters. 

According to the author, mentally retarded children are 
educable. They are the responsibility of the populace in general 
through the public school system (axiomatic in a democracy). 
The fixed notion of I. Q. as a single or major criterion of place- 
ment in special classes is an extremely weak, dangerous, and 
greatly oversimplified misconception. Automatic promotion on 
the basis of age has serious drawbacks. Special educative pro- 
cedures are best put into action in special, separate classes that 
are of benefit to both the mentally normal and the subnormal 
child as well as to teachers. The evaluation for placement should 
be in the hands of a highly trained psychologist. Additional con- 
sultation should be obtained, when required, at the discretion 
of the evaluator. Appropriate placement should be made as soon 
as mental retardation has been adequately determined. School 
superintendents and principals should not be autonomous in 
placement or withdrawal. Special classes should be of several 
types (determined by such factors as chronological age. mental 
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age, personality, and particular individual skills and limitations) 
and, if at all possible, located in a special school building. 
Periodic adequate progress notations should be used to aid 
parents and to determine proper replacement as the children 
develop. Physical and psychic components of the problem 
should gain effective attention. Teachers of special classes not 
only should possess high professional skill and be sympathetic 
to these children but also should be supported in their work 
by such things as multiple-class special schools and by the 
understanding of lay persons and co-workers alike. The mentally 
handicapped child has a future, and society has a responsibility 
to effect the most satisfactory accomplishment of this future. 
Other details regarding grouping of students, teaching tech- 
niques, equipment, size of classes, and curriculum would be of 
less interest to the average physician. To the psychiatrist con- 
cerned with mentally retarded children, this book would be 
mainly of value as a reference. To those actually involved in 
education, special or “average,” it should serve as an excellent 
text. Although not dealing directly with the practice of medicine, 
this book, even if only scanned, can serve to highlight a problem 
that is growing in importance. Aside from the abundance of 
factual material, many physicians, if only in the role of citizens 
and parents, could benefit from acquaintance with it. Of special 
interest in this regard is the cataloging of statutes, laws, local 
regulations, and requirements in the 48 states and major cities. 


Therapy of Fungus Diseases: An International Symposium. Edited by 
Thomas H. Sternberg, M.D., Professor of Medicine (Dermatology), and 
Victor D. Newcomer, M.D., Associate Professor of Medicine (Dermatol- 
ogy). Presented June 23-25, 1955, by Division of Dermatology, Department 
of Medicine, School of Medicine and Medical Extension, University 
Extension, University of California at Los Angeles. Cloth. $7.50. Pp. 337, 
with illustrations. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W.1, 
England, 1955. 


Although the emphasis in this symposium was on problems 
of therapy, epidemiology, biology, ecology, reservoir patho- 
genicity, and immunization in fungus diseases, a number of 
factors bearing indirectly on therapy, such as laboratory controls 
and hormonal influences, were also considered. There was even 
some speculation as to future lines for study. Some indication 
of the spirit of the discussions was indicated by Dr. Donald M. 
Pillsbury, who asked in his introductory remarks: Why are super- 
ficial ringworm fungi necrophilic? What are the requirements 
for the growth of pathogenic fungi? How do the superficial 
fungi produce their harmful effects? Why is topical therapy for 
the superficial mycoses so ineffective? What are the host-parasite 
relationships? In some 54 short papers by authorities actively 
engaged in mycology, all of these questions and more were con- 
sidered clearly, concisely, and with wholesome frankness when 
lack of information dictated it. Nystatin, the antihistamine 
preparations, the diamidines, nitrostyrenes, and various other 
new agents were discussed fully. The book is highly recom- 
mended. 


The Cornea. By Charles I. Thomas, M.D., Associate Clinical Professor 
of Ophthaimology, Department of Surgery, Western Reserve University 
School of Medicine, Cleveland. Cloth. $30. Pp. 1318, with 400 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, III.; 
Blackwell Scientific Publications, Ltd., 24-25 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1955. 


This is one of the most exhaustive studies of any tissue ever 
compiled. It describes the cornea as seen in health and disease 
in its minutest detail. It also makes readily available much 
information that was formerly scattered in many volumes. It 
furnishes a basis for critical clinical evaluations based on modern 
and sound interpretation of the anatomy, physiology, and embry- 
ology of the cornea and corneal diseases associated with systemic 
conditions, injuries, and tumors. The author has clarified the 
confused subject of corneal dystrophies and reclassified them 
under three broad general headings. Other degenerative processes 
and pigment deposits of the cornea are thoroughly and clearly 
described. Corneal inflammations and their manifestations in 
contagious diseases, that is, their intimate relationship with sys- 
temic diseases, chronic skin diseases, or generalized metabolic 
disturbances and allergies, are also dealt with. Tumors of the 
cornea and methods of examination and treatment are ably 
discussed. The approach to corneal transplantation with its spe- 
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cial problems in techniques is developed along the lines popu 
larized by the author and by other pioneers in the field. This 
book is recommended as an authoritative and comprehensive 
reference to every student of ophthalmology, to the clinician, 
and to the ophthalmic surgeon doing keratoplasties. The ex- 
tensive bibliography will prove useful to those who wish a more 
detailed and extensive treatment of some particular phase of 
the cornea. The excellent paper, the large and clear type, and 
the drawings and photographs complete an authentic work by 
an expert who has dedicated his efforts to a better clinical under- 
standing of the cornea. 


_ Functional Otology: The Practice of Audiology. By Morris F. Heller, 
M.D., Assistant Attending Otolaryngologist for Audiology, Mount Sinai 
Hospital, New York, with Bernard M. Anderman, M.A., and Ellis E. 
Singer, M.A. Cloth. $5.50. Pp. 225, with 31 illustrations. Springer Pub- 
lishing Co., Inc., 44 E. 23rd St., New York 10, 1955. 


This volume deals with many problems associated with the 
practice of audiology. It tells how an audiological testing room 
is designed, suggests requirements that the room should meet, 
and provides a check list of equipment for a hearing testing 
room. The authors obviously have audiology centers in mind 
and offer check lists of specifications. The book tells what to 
look for when selecting a pure tone audiometer and how to use 
it. It goes into the problem of hearing loss and what to do 
about it. Speech audiometry is given a prominent part, and 
instructions on how to conduct a speech test are given. A list 
of spondaic and phonetically balanced words is recorded. 
Under definitions, the authors have defined “hard of hearing,” 
“deaf,” and “deafness” in a way that is different from that of 
most otologists, who regard the word “deaf” as meaning com- 
plete loss of hearing or at least believe that the deaf person 
possesses no functional use of the hearing organs. Usually the 
word “deafened” is used synonymously with “hard of hearing.” 
However, the authors can take heart that such an eminent 
authority as Webster is also in variance with the accepted oto- 
logical meaning of the word “deaf.” This book should be of 
great value to physicians and the staff of the audiological cen- 
ters. Its value is not entirely restricted to specialists in hearing 
defects and remedies; interns, neurologists, pediatricians, psych'- 
atrists, industrial physicians, and the physicians in the armed 
forces might well find this book valuable as a ready reference. 


Nursing Practice and the Law. By Milion J. Lesnik and Bernice E. 
Anderson, R.N., Ed.D., Associate Professor of Nursing Education, Teach- 
ers College, Columbia University, New York. Second edition of Legal 
Aspects of Nursing. Cloth. $6. Pp. 400. J. B. Lippincott Company, 227- 
231 S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; Pitman 
Medical Publishing Co., Ltd., 39 Parker St., Kingsway, London, W.C.2, 
England, 1955. 


From time to time physicians have been asked by their office 
nurses or by one of the nurses in a hospital for the answer to 
some legal problem that has arisen in connection with the 
nurse’s ‘activities. On occasion the physician himself becomes 
curious about his legal relationship with his nurse or, what is 
more disturbing, has been asked to lecture on the subject to a 
class of nurses. More likely than not the physician has not 
known the answer nor the name of a book to which he could 
turn to provide himself with the necessary background. This 
book is a satisfactory source to which to refer. It could be 
reduced in bulk by at least one-third by the elimination of 
material that is not pertinent to the practice of nursing or neces- 
sary for a nurse to know, such as legal procedure and trial, 
legal aspects of crimes and wills, and much of the 100 or so 
pages discussing torts and malpractice. All of this material is 
interesting and well written but is surplus so far as the needs 
of the nurse are concerned. The index is sufficiently detailed 
to obviate the need for extensive reading in order to find the 
answer to a specific question. The nurse’s responsibilities and 
privileges under nursing licensing laws and under the common 
law, the physician’s right to delegate duties to his nurse, the 
respective responsibilities of the hospital and the physician for 
the nurse’s negligent acts, and the varying scope of practice of 
registered nurses, practical nurses, and industrial nurses are 
but a few of the subjects that are adequately covered. This is 
a good ready reference book on the mutual problems of physi- 
cians, hospitals, and nurses. 


Gn ~~ A m™ 
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How to Reduce Surely and Safely. By Herbert Pollack, M.D., and 
.rthur D. Morse. Boards. $2.95. Pp. 157, with illustrations. McGraw-Hill 
sook Company, Inc., 330 W. 42nd St., New York 36, 1955. 


This book is refreshingly free of fads and dramatic fancies. 
Overweight is one of the commonest physical abnormalities 
ound in the general population. Obesity shortens life, affects 
health, and impairs prognosis in disease. It is good, therefore, 
to see a book based on the truth that fat comes only from food 
and that those who wish to rid themselves of accumulated body 
fat must eat less than is needed to meet their caloric require- 
ments. The authors outline principles of protective nutrition 
that insure safe and sound gradual reduction instead of radical 
reduction, with the establishment of long-term good food habits. 
The diet they prescribe is based on the total calories each person 
requires in his daily activities minus 1,000 calories. This type 
of diet results in the removal of one or two pounds a week and 
is based on a sound principle assuring practical and safe weight 
reduction geared to individual needs. Of particular value in this 
book is the exposure of the dangers of the so-called wonder 
foods, diets, and drugs. The hawkers of health foods and wonder 
diets are not much different from the old-fashioned snake oil 
peddlers who sold their cure-alls from the back of a wagon. 
Today’s diet fads and fakes are the more dangerous since they 
are presented by more sophisticated propagandists who are as 
comfortable in the salons of society as they are hustling in the 
street. This book gives the real truth about such fads and fancies. 
The entire content of the book is based on sound physiological 
principles well accepted by the medical profession, and this, 
combined with other features, makes the book a sane, helpful 
guide to weight reduction. 


Man’s Mastery of Malaria. By Paul F. Russell, M.D., M.P.H., Division 
of Medicine and Public Health, Rockefeller Foundation, New York. Uni- 
versity of London Heath Clark Lectures 1953, delivered at London School 
of Hygiene and Tropical Medicine. Cloth. $6. Pp. 308, with 21 illustrations. 
Oxford University Press, 114 Fifth Ave., New York 11; Amen House, 
Warwick Sq., London, E.C.4, England, 1955. 


This volume is written in narrative style with a minimum of 
technical terms. It should be of interest to the specialist, medical 
historian, and anyone who has broad interests in biology and 
medicine. It was not intended to encompass the entire history 
of malaria but was written in retrospect, based largely on the 
author’s experiences with various facets of the disease. Interest- 
ing vignettes of persons and many side-lights on the develop- 
ment of philosophical ideas and scientific concepts are presented. 
Personal experiences and discussions with those who have played 
a leading role in the story are told by the author. This spot- 
lighting of persons and ideas against a more diffuse philosophical 
and historical background helps the reader to share the scientific 
experience of discovery. It also leads to a certain unevenness 
in the story. For example, in the history of malaria therapy, 
the earlier periods are discussed with more warmth and detail 
than the modern period beginning with World War II, where 
group research and speed rather than leisurely individual en- 
deavor dominate the picture. The general subjects discussed 
include the cause, treatment, control measures, and international 
aspects of malaria, and there is a discussion of malaria and 
society. The author defends the term “mastery” of malaria by 
emphasizing that it does not imply conquest of the disease or 
its termination as a world problem. To him it suggests rather that 
malaria, after centuries of effort, is now universally controllable 
and that we have now assumed moral responsibility for holding 
it in check. 


Peptic Ulcer: Diagnosis and Treatment. By Clifford J. Barborka, M.D., 
M.S., D.Sc., Associate Professor of Medicine, Northwestern University 
Medical School, Chicago, and E. Clinton Texter, Jr., M.D., Associate in 
Medicine, Northwestern University Medical School. Cloth. $7. Pp. 290, 
with 33 illustrations. Little, Brown & Company, 34 Beacon St., Boston 6; 
J. & A. Churchill, Ltd., 104 Gloucester Pl., Portman Sq., London, W.1, 
England, 1955. 


This little book is an excellent review of the problem of peptic 
ulcer, both duodenal and gastric. The authors have discussed 
with commendable brevity all aspects of this lesion in a series 
of short monographs. They have quoted many of the most im- 
portant and recent contributions to the subject, weaving them 
into the discussion in such a way as to present different points 
of view on most features. In some places they have given their 


tw 
‘A 


BOOK REVIEWS 7 


own ideas of these varying opinions, while in others they have 
left the reader to draw his own conclusions, The clinical aspects 
are well described. Channel ulcer is particularly well elucidated 
Psychotherapy, dietetic management, use of drugs, and surgical 
treatment are discussed comprehensively. The authors’ view of 
the importance of hospitalization for most of the complications 
of peptic ulcer may appear to be excessive to many physicians 
with experience in treating ulcer patients. The economic aspects 
of prolonged hospitalization often make office and home care 
necessary, although the serious complications naturally demand 
hospitalization. The format and typography are excellent. The 
book, while presenting nothing new, is a useful and easily read 
summary of the subject, and it should be of particular value io 
medical students and general practitioners. 


Research Films in Biology, Anthropology, Psychology, and Medicine. 
By Anthony R. Michaelis, Technical Director, Scientific, Industrial, and 
Medical Photographic Laboratories, Ltd., London, England. Cloth. $10 
Pp. 490, with 88 illustrations, Academic Press, Inc., 125 E. 23rd St., New 
York 10, 1955, 


That scientific cinematography is and has been a valuable 
research instrument for the biologist, anthropologist, psycholo 
gist, and medical research worker is the basis for this book 
Along with the many excellent examples of the camera and its 
adaptations in use, the author has also assembled a most com 
plete reference guide to outstanding men and their accomplish 
ments, both past and present, in this field. Publications of 
import in various phases of cinematography and cinemicrography 
are also noted. Scientific cinematography and the research film 
are discussed as to their advantages and limitations. From initial 
planning to final analysis of the finished film, the author details 
the proper procedures, the equipment needed, and special effects 
that might be required, such as high-speed or time-lapse cine 
micrography and split-frame cinematography. Part | is devoted 
to the biological sciences, with much detail on cinemicrography 
—installations, camera, microscopes, and all accessories. Prac 
tical applications are described in the different biological sci 
ences. This part should serve as an excellent reference on all 
work in this field to date, complete with pictures and diagrams 
of existing equipment. In part 2, the use of the camera in 
recording and analyzing the human sciences is described. Part 
3 deals with techniques of medical cinematography in the 
medical sciences, which introduces clinical, surgical, and “in- 
ternal” photographic techniques such as cavity, endoscopic, 
stereoscopic, and x-ray cinematography. The section on scientific 
cinematography in medicine should be of special interest to all 
actively engaged in any type of medical motion picture pro 
duction. Many of the procedures described by the author are 
too elaborate for departments working on a limited budget 
Equipment recommendations will, to a certain extent, date this 
book, since new products and improvements on existing equip- 
ment are constantly being placed on the market. A more com- 
plete discussion on fire and explosion hazards in anesthetizing 
areas in connection with the photographer's responsibilities 
would be desirable. This book should benefit all medical, scien- 
tific, and research photographers, but most especially, the ad- 
vanced photographer. Medical personnel engaged in any form 
of film activities should also be interested. 


Ophthalmology: A Textbook for Diploma Students. By Patrick D 
Trevor-Roper, M.A., M.B., B.Chir., Curator, Department of Pathology 
Institute of Ophthalmology, London, England. Cloth. $15. Pp. 656, with 
illustrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11 
1955. 


The author has omitted all rare ocular conditions in order to 
include those recently recognized or clinically important. Dis 
cussions of obsolete treatments have been eliminated. Those 
diseases that, though obscure or abstruse, are repeatedly pre- 
sented in textbooks, have been left out, along with all bibli- 
ographies. The subjects discussed include anatomy, physiology, 
optics, diseases of the outer and inner eye, and basic treatment 
While the book is intended primarily for the postgraduate student 
of ophthalmology, it should also be useful to the undergraduate 
student and the resident as a ready reference. It bridges the gap 
between the elementary text and the monograph. It is well illus- 
trated with drawings and photographs, and the paper and print 
make for easy readability. 
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TUBERCULOSIS IN INFANTS 


To THE Epiror:—What is the implication of a positive Vollmer 
test in an infant one year of age? Does this mean that 
primary tuberculosis is present and active, or is the positive 
reaction evidence of infection only rather than disease? 


M.D., Washington, D. C. 


ANSWER.—A characteristic tuberculin reaction by any method 
of administration in a l-year-old child indicates the presence 
of tuberculous lesions containing living tubercle bacilli. It has 
been shown experimentally that within an hour after an invasion 
with tubercle bacilli, the organisms have been phagocytosed 
by neutrophils, some of which enter the blood and lymph 
streams and are focalized. The points of focalization may be 
in various parts of the body, usually more in the lungs than 
other organs. They are the beginnings of tuberculous lesions and 
result in primary tuberculosis complexes and solitary tubercles. 
Infection refers to invasion, which in tuberculosis is of extremely 
short duration, since lesions begin to form as soon as tubercle 
bacilli are focalized. The theory, now obsolete, that there is a 
difference between infection and disease was based on inability 
to find lesions in the bodies of persons who react to tuberculin. 
This failure is due to the location and minuteness of primary 
lesions. To cast visible x-ray shadows, lesions in the lungs mus! 
be macroscopic. Moreover, they must have sufficient consistency 
to obstruct x-rays. In the vast majority of children who become 
infected during the first year of life, pulmonary lesions are 
neither large nor dense enough to cast visible lesions on x-ray 
films. Moreover, 25% of the lungs is not visualized on the usual 
anteroposterior film because of density of other structures, 
including the heart and diaphragm. Furthermore, from 10 to 
15% of tuberculous lesions are located extrathoracically. In 
the majority of children in this age period, primary tuberculosis 
is asymptomatic, as it is in older age groups. Results of only 
two phases of examination coincide, namely, the tuberculin 
reaction and postmortem findings. Early in this century, A. 
Ghon (Primary Lung Focus of Tuberculosis in Children, 
London, England, J. & A. Churchill, Ltd., 1916) demonstrated 
the presence of tuberculous lesions in a large number of bodies 
of persons who, during life, had no evidence of tuberculosis 
except for the tuberculin reaction. It is now so generally ac- 
cepted that a characteristic tuberculin reaction indicates the 
presence of tuberculous lesions containing tubercle bacilli that 
a widespread movement is under way to administer antimicro- 
bial drugs to both children and adults who have recently con- 
verted from nonreactors to reactors to tuberculin. At that time, 
lesions are usually microscopic and vascular so that drugs in 
the bloodstream may be expected to enter them and contact 
all tubercle bacilli. 


EXAMINATION OF CERVICAL AND 
VAGINAL SECRETIONS 


To THE Epitor:—What staining technique, available for office 
use, would permit examination of cervical and vaginal secre- 
tions for the study of endocrine function? 


Robert G. Rothberg, M.D., Glenolden, Pa. 


ANSWER.—The Papanicolaou and the Shorr techniques per- 
haps give the greatest amount of information, in that the mature 
cornified cells are stained a pinkish color while precornified cells 
take a bluish stain. A simpler technique, suited to office use, is 
the pinacyanol stain in which the interpretation of smears is 
not dependent on color differentiation but on the appearance of 
the cells per se. The basal cell is small, with a large, rounded, 





The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 
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QUERIES AND MINOR NOTES 


vesicular nucleus, while the cornified cell is large, irregular] 
rectangular in shape, with a small pyknotic nucleus. The vari- 
ations in size and shape of the cells from the immature basa! 
to the mature desquamated cells are graded as 0 to 4+, 0 indi- 
cating complete absence of estrogenic effect, 4+ indicating ex 
cellent estrogenic stimulation. To do the pinacyanol stain 


‘material is obtained from the posterior fornix of the vagina! 


canal with a cotton applicator and transferred to a glass slide, 
which is then stained for 10 to 20 seconds with a few drops of 
0.5% alcoholic solution of pinacyanol (prepared by dissolving 
0.5 gm. of pinacyanol in 100 cc. of 70% ethyl or methy! 
alcohol). A few drops of water are then dropped on the slide 
and allowed to stay in contact with the dye for another 10 to 20 
seconds. The slide is then gently rinsed in tap water and ex- 
amined under the microscope. If the slides are saved for restudy 
at some future date, they may simply be restained in the same 
manner without loss of detail. The study of cervical mucus is 
also most informative. Mucus is obtained with a cotton appli- 
cator from the endocervical canal, spread along a glass slide, 
and allowed to dry in air for a few minutes. The appearance 
of a fern pattern, or palm arborization, is a fairly good index 
of estrogen activity. The fern usually appears from about the 
Sth to 7th day of a normal cycle and reaches its maximal effect 
about the 14th or 15th day. The fern crystalization then gradu- 
ally decreases, so that by the 20th to 22nd day there is complete 
absence of fern, reflecting the dominating influence of pro- 
gesterone at this time of the cycle. In amenorrheic patients, 
absence of fern, in the presence of a hypoestrogenic vaginal 
smear, is indicative of poor estrogen activity. On the other hand, 
the absence of the cervical fern phenomenon in association with 
a smear showing mature or moderately mature vaginal epithelial 
cells would be indicative of progestational influence or of 
pregnancy. 


NEUROCIRCULATORY ASTHENIA 


To THE Epitor:—What can be done to reduce the heart rate 
of a 27-year-old man who, because of lifetime tachycardia, 
has repeatedly been excluded from student athletics? Labo- 
ratory study reveals only sinus tachycardia on electrocardio- 
gram; average pulse rate of 106 per minute; slow, mild 
cardiodeceleration on vagal stimulations; small heart on 
x-ray; poor autonomic adjustment to positional changes; 
marked tachycardia on moderate exertion; inability to per- 
form strenuous labor; normal basal metabolic rate; and nor- 
mal serum cholesterol level. He is well adjusted, married, 
does not smoke, and is a socia! drinker only. His mother has 
had tachycardia all of her life and several male relatives 
(maternal side) have suffered fatal myocardial infarctions at 
ages 36 to 48. My diagnosis is chronic sinus tachycardia due 
to autonomic imbalance. In view of his probably lowered 
cardiac reserve, a slower and larger heart would be desired 
in event of possible future myocardial infarction. What 
methods (i. e., drugs or gradual increasing exercise) are ad- 
vised, and what results might be expected? 


M.D., California. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Epb. 


ANSWER.—The patient presents the characteristic symptoms 
and findings of so-called neurocirculatory asthenia, or irritable 
heart, which is characterized by autonomic imbalance, persistent 
tachycardia at rest and after exercise, and poor exercise toler- 
ance. Although the basal metabolic rate is normal, the deter 
mination of radioactive iodine uptake and protein-bound iodine 
blood level should be made to exclude hyperthyroidism. There 
is no clinical evidence to substantiate the impression implied in 
the query that this condition predisposes to coronary athero 
sclerosis and myocardial infarction, although the latter may occu: 
independently in individuals with neurocirculatory asthenia 
However, it is possible that, if acute myocardial infarction should 
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ccur in such an individual who has a persistent sinus tachy- 
ardia, the tachycardia would place a strain on the com- 
‘romised coronary circulation. On the other hand, the small 
eart may protect the patient against congestive heart failure. 
\ttempts to slow the persistent tachycardia of patients with 
ieurocirculatory asthenia have been disappointing. A trial of 
he following drugs may be made: (1) ergotamine preparations, 
such as Bellergal orally; (2) hydrogenated ergot alkaloids, such 
as Hydergine, 0.5 mg. sublingually; and (3) reserpine prepara- 
tions in small doses (0.05 to 0.1 mg. several times daily). These 
preparations, by their effect on the autonomic nervous system, 
either peripherally or centrally, may result in a slowing and 
tranquilizing” effect on the heart rate and may diminish the 
other reflex effects on the circulatory system that occur in these 
patients. However, such therapy is entirely symptomatic and 
may not alter the underlying psychological and neurogenic 
factors responsible for the functional disturbances in the circu- 
lation, which in this patient apparently go back to childhood 
when he was under maternal influence. 


ANSWER.—As hyperthyroidism has, in all probability, been 
ruled out despite the history of tachycardia, it seems probable 
that this case falls into the neurocirculatory asthenia group. 
[here is no drug therapy that is satisfactory in reducing the 
pulse rate of patients of this kind. In this patient, an attempt 
to increase his working capacity by graded exercise would most 
certainly be indicated. The important thing to do for this man 
is to reassure him that there is nothing seriously the matter with 
his heart. 


NEPHROTIC SYNDROME 

To THE Epitor:—A 45-year-old man was first seen two vears 
ago, with mild pitting edema of the feet and no previous 
history of infection, nephritis, or streptococcic infection. He 
has maintained a constant 34+- albumin level with no micro- 
scopic findings. Original serum cholesterol level was 648 me. 
per 100 cc. (now between 329 and 408); nonprotein nitrogen 
level is between 33.6 and 37.2 mg. per 100 cc. Original serum 
albumin level was 3.18 gm. per 100 cc.; serum globulin 
level 2.92 gm. per 100 cc.; and albumin-globulin ratio 
1.1:1. This now averages 1.3 to 1.5:1. The Addis count is 
abnormal, with an excess in erythrocytes and leukocytes, but 
casts are below normal amount. Urine test for Bence Jones 
protein is negative. The sedimentation rate runs persistently 
between 45 and 47 mm. per hour. Blood cell counts, electro- 
cardiograms, chest x-rays, pyelograms intravenously, and 
complete gallbladder and gastrointestinal series are negative. 
His blood pressure runs from 138/90 to 140/90 mm. He. 
My diagnosis is lipid nephrosis. Consultants’ diagnosis is 
probably nephrotic phase of chronic glomerulonephritis. 
Except for edema and albuminuria, the patient feels well. 
A low-sodium diet controls the edema, even though the latter 
is minimal, but the patient does not consider this worthwhile. 
A moderate protein intake is being given. What is the prog- 
nosis? Is there any further investigation needed? 

Lowell E. George, M.D., San Gabriel, Calif. 


ANSWER.—This patient is evidently suffering from a nephrotic 
syndrome, a term that nowadays is used to designate any con- 
dition in which heavy proteinuria, hypoproteinemia, hyperlipo- 
proteinemia, and edema are present. In far the greater number 
of cases, the etiology of the disease remains unknown. Occasion- 
ally, however, the following diseases can give rise to a nephrotic 
syndrome: diabetes mellitus; multiple myeloma; lupus erythem- 
atosus; renal vein thrombosis; allergic conditions, especially 
after bee stings and contact with poison oak; and drug toxicity, 
especially after therapy with Tridione and gold salts. In this 
patient nearly all of these diseases can be excluded. It might 
be wise to search for Hargraves’ lupus erythematosus cells in 
he blood. The possibility of amyloidosis cannot be completely 
lenied. In the absence of enlargement of liver and spleen and 
f agammaglobulinemia, renal puncture would be the only 
measure that could decide whether amyloidosis is present. In 
the cases without a clear-cut etiology the essential pathology 
isually consists of an alteration of the base membrane of the 
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renal glomeruli. The prognosis is serious, especially in adults 
Cortisone treatment has caused temporary improvement in 
children. Optimistic statistics even indicate that about S0% of 
the children with nephrotic syndromes do well under this trea 

ment. The figures for adults are much less encouraging. Such 
patients seem to do best in a dry, hot desert climate 


MASS IN BREAST OF YOUNG MAN 
lo THE EpirorR:—A /6-vear-old male has a hard small mass in 


his breast. No nodes are palpable. He is large fi is age, and 
his genitalia are fully developed. What is the procedure of 
choice? M.D., California 


ANSWER.—The patient described should have an excision of 
the mass in his breast with microscopic analysis, preferably 
immediate frozen section; should it be malignant, a radical mas 
tectomy is indicated. While chances are that the lesion is benign 
there are several reports in the literature of cases of carcinoma 
eccurring in the breasts of males under 16 years of age (Hart 
man, A. W., and Magrish, P.: Carcinoma of Breast in Children 
Case Report: 6-Year-Old Boy with Adenocarcinoma, Ann. Sus 
141:792 |June|1955; Bryan, R. C.: Cancer of Breast in Boy Aged 
1S Years, Tr. South. 8. & Gynec. A. 26:428, 1913; and Simmon: 
R. R.: Adeno-Carcinoma of the Breast Occurring in a Boy of 13 
J. A.M. A. 68:1899 |June 23) 1917). 


PELLEGRINI-STIEDA DISEASE 

To THE Epitor:—A diagnosis of Pellegrini-Stieda disease (cal 
cification of medial collateral ligament of knee due to trauma) 
has been made on a patient. What treatment is considered 


most satisfactory for this condition? 
John T. Myers, M.D., New York 


ANSWER.—Pellegrini-Stieda disease is a condition of the 
upper portion of the lateral ligament of the knee. It is a cal 
cification in this area. This calcification is a result of a hemor 
rhage, secondary to a tear of the ligament. In most cases there 
is no treatment necessary. Only in those rare cases where the 
calcification is large enough to set up an irritation is it necessary 
that it be removed. Occasionally, this lesion is encountered in 
cperating on a knee for another disorder, at which time the 
Pellegrini-Stieda lesion can be excised. 


RADON SEEDS IMPLANTED IN 
LIVER METASTASES 


To THE Epitor:—l/s it feasible to implant radon seeds in small 
liver metastases, after removal of primary lesion and all 


possible nodes? John J. Pohl, M.D., Troy, N. Y 


ANSWER.—It is technically feasible to implant radon seeds or 
radioactive gold grains in small liver metastases at the time of 
operation. Consultation of a radiation therapist should be sough! 
regarding the amount to be implanted and the pattern for the 
im>lantation. It is believed that this procedure would not be 
werthwhile for more than one or, at most, two demonstrable 
metastases in the liver. Also, if other distant metastases arc 
known to be present, long-range palliation could not be expected 


CHOROIDEREMIA 

To THE Epitor:—A 26-year-old married woman desires to be 
come pregnant. She has had a diagnosis by two ophthalmolo 
gists of choroideremia. Where can I find out about her prog 
nosis? M.D.. Texas 


ANSWER.—Sorsby (Genetics in Ophthalmology, St. Louis 
C. V. Mosby Company, 1951, p. 146) states that most authorities 
regard choroideremia as a variant of retinitis pigmentosa. Th: 
disease is inherited in an intermediate sex-linked manner so tha 
it is seen in women in a mild form and in men in the full 
developed, severe form. Such women pass on one pathogen.- 
gene to some of their daughters, and 50% of their sons are fully 
affected. 
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PERCEPTIVE LOSS OF HEARING 


To THE Epitor.—A mother of two children became aware of 
hearing difficulty following a severe cold at age 36. Her hear- 
ing impairment was associated with a ringing-roaring-type 
tinnitus in both ears. Studies performed with the pure tone 
audiometer showed almost perfectly symmetrical hearing loss 
involving both ears. The pattern was felt to be a typical con- 
duction type, ranging in the level of 60 to 65 db. loss, with a 
sharp rise for the high tones, in the region of 5 to 8,000 cps. 
With a 512 steel tuning fork, sound in the Weber test was 
heard only from the bridge of the nose and not in either ear. 
On the right side, air conduction was about 10 to 12 seconds 
and bone conduction was not heard. On the left side, air 
conduction was greater than bone conduction (air conduction 
about 10 to 15 seconds); bone conduction was heard only for 
a few seconds. This was felt to represent a conduction-type 
deafness, in all probability due to otosclerosis. One peculiar 
abnormality was noted in that the bone conduction time 
was almost totally absent. On April 12, 1952, when she under- 
went fenestration on the right side, the only abnormality en- 
countered was that the stapes did not seem to be fixed in the 
oval window as is the usual case. This again brought about 
some question as to whether she had true otosclerosis. Audio- 
metric studies after operation showed a definite increase in 
the hearing ability in the operated ear but not sufficient to 
bring her into usable range of hearing. At present, even with 
a hearing aid, she often is unable to follow the conversation 
around her. Is this a true case of otosclerosis? 


M.D., Pennsylvania. 


ANSWER.—The clinical diagnosis of otosclerosis with stapes 
ankylosis is made by first determining that the patient has a 
conductive type of hearing loss and then by excluding the other 
causes for a conductive loss. Since these other conditions in- 
clude occlusion of the external auditory meatus, obsiruction of 
the eustachian tube, perforation of the tympanic membrane, and 
suppurative otitis media, all of which are accompanied by oto- 
scopic changes, the presence of normal tympanic membranes 
and patent eustachian tubes with a conductive hearing impair- 
ment is presumptive evidence of otosclerotic stapes fixation. The 
final proof of the correctness of the diagnosis must await in- 


spection of the stapes footplate either at operation or post-— 


mortem examination. The shape of the audiometric curve by air 
conduction is suggestive but not at all diagnostic for otosclerosis 
since exactly the same type of curve is sometimes seen in pure 
perceptive loss. In the case cited, the poor hearing by bone 
conduction with positive Rinne tests to the 512 tuning fork 
indicate that this patient suffered a perceptive and not a con- 
ductive loss. The absence of stapes fixation, when the patient 
was operated on, confirms the fact that the patient did not have 
clinical otosclerosis with stapes fixation. There is no surgical 
procedure that can be expected to improve the hearing in a 
perceptive loss such as was present in this case. The poor results 
received with a hearing aid by this patient are further evidence 
that she has a perceptive and not a conductive loss. 


SURGERY FOLLOWING MYOCARDIAL INFARCTION 


To THE Epitor:—!/ feel compelled to voice some objection to 
the answer to the query in THE JouRNAL, Dec. 31, 1955, page 
1802, on choice of anesthesia for an appendectomy in a patient 
who had had a moderately severe myocardial infarction eight 
weeks previously. Spinal anesthesia would be a poor choice, 
and local anesthesia (assuming field block is meant) even worse. 
To keep a patient who is to undergo an appendectomy com- 
fortable, it is necessary to attain a level of anesthesia at least to 
the seventh thoracic dermatome. Even at this level the aver- 
age patient will not tolerate intra-abdominal manipulation 
without complaint, and who can predict that the appendix 
will pop up out of the incision? If the level is higher, many 
of the extrinsic muscles of respiration are compromised, lead- 
ing to a State of relative hypoxia, since it is specified that 
oxygen should not be given by mask, Furthermore, many 
patients with normal cardiovascular systems will experience 
a period of hypotension after administration of spinal anes- 
thesia in spite of vasopressor agents given prior to the spinal. 
Here we are dealing with an obviously abnormal cardio- 
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vascular system in which even a Slight degree of transitory 
hypotension could be fatal. 1 also doubt that a patient o 
average intelligence would be calm, cooperative, and at th 
same time in contact with his surroundings, particularly in 
view of all the recent publicity given myocardial infarction 
1 would suggest induction with 0.4% Pentothal sodium, fol- 
lowed by 50:50 nitrous oxide-oxygen and the continuous drip 
administration of succinylcholine chloride, with either assisted 
or completely controlled respirations on a semiclosed system 
Small amounts of ether could be added if necessary. Endo- 
tracheal intubation should be avoided. We feel in our depart- 
ment that such a method affords the patient maximum safety 
.and have used this method with success in similar cases. Of 
course, this suggestion presupposes that an experienced 
anesthesiologist will be conducting the anesthesia. 

Clifford A. Baldwin Jr., M.D. 

Chairman, Department of Anesthesiology 

Evanston Hospital Association 

Evanston, Ill. 


DISLOCATION OF TOE 


To THE Epitor:—I/n the Queries and Minor Notes section in 
THE JouRNAL, Nov. 12, 1955, page 1174, on nontraumatic 
dislocation of the second toe in older obese women, there 
are two statements in the reply that can be misleading. The 
first is that the condition is rare. On the contrary I have 





found this to be the most common static complete dislocation 
of the foot. I have in my files about 75 such case histories. 
They are found mainly in middle-aged or older individuals 
and equally among all weight groups. This dislocation is due 
to the fact that the second toe is the longest in many people; 
as a result, this toe receives most of the backward pressure 
of short shoes, which is the most common type of ill-fitted 
footgear. The condition is often disabling because the base 
of the proximal phalanx rests directly over the head of the 
metatarsal, thereby causing the shoe top to accentuate the 
body weight on the plantar condylar surface of this metatarsal 
head, and often results in an intractable keratosis under this 
head. Secoydly, the reply suggests the “excision of the 
proximal phalanx” as a treatment. This is unnecessarily drastic 
surgery, because it often results in a flail toe that overlaps the 
first or third toe and can induce or accentuate hallux valgus 
because there is nothing to separate the first from the third 
toe. It is simple to reduce these dislocations through a dorsal 
incision over the metatarsal phalangeal joint; freeing all the 
capsular adhesions, the dislocation can be reduced. This is 
followed by suturing the dorsal fascia over the joint, which 
usually holds the joint permanently in reduction. While this 
type of condition is generally considered minor, I have seen 
numerous people disabled because their forefoot problem was 
taken lightly. Henri L. DuVries, M.D. 
25 E. Washington St. 
Chicago 2. 
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